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Calms the Tense, Nervous Patient 


in anxiety and depression 


The outstanding effectiveness and safety with 
which Miltown calms tension and nervousness 
has been clinically authenticated by thousands oe 
of physicians during the past six years. This, Clinically proven 
undoubtedly, is one reason why meprobamate 


is still the most widely prescribed tranquilizer In over 750 
in the world. published studies 


Its response is predictable. It will not produce 
unpleasant surprises for either the patient or Acts dependably — 
the physician. Small wonder that many physi- 1 without causing 
cians have awarded Miltown the status of a ataxia or altering 
proven, dependable friend. sexual function 


° ° Does not produce 
l Own Parkinson-like 
symptoms, liver damage 

Usual dosage: One or two 400 mg. tablets t.i.d. or agranulocytosis 
Supplied: 400 mg. scored tablets, 200 mg. 
sugar-coated tablets; bortles of 50. Also as 
MEPROTABS®—400 mg. unmarked, coated Does not muddle 
tablets; and in sustained-release capsules as eth 
MEPROSPAN®-400 and MEPROSPAN®-200 the mind or affect 


(containing eo etc 400 mg. and normal behavior 
200 mg. meprobamate). 


WALLACE LABORATORIES 
Cranbury, N. J. 
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chemically distinct 


LEDERLE INTRODUCES 
A NEW TRANQUILIZER 


Mephenoralone Lederle 


TO RESTORE THE NORMAL PATTERN OF EMOTIONAL RESPONSE 


TREPIDONE Mephenoxalone is a new tranquilizer which relieves mild 
to moderate anxiety and tension without detracting significantly from 
mental alertness. TREPIDONE helps the patient “be himself” again... 
calm, yet fully responsive... usually free of drowsiness or euphoria. 


Complete information on indications, dosage, precautions and contra- 
indications is available from your Lederle representative, or write to 
Medical Advisory Department. 


Average adult dosage: One 400 mg. tablet, four times daily. 


Supplied : Half-scored tablets 400 mg. TREPI DONE Mephenoxalone, bottle of 50. 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pearl River, New York Qa 
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Sleep is sound, sleep is secure with Doriden. Five years’ clinical experience has 
proved its efficacy and wide margin of safety, has made it the most widely pre- 
scribed nonbarbiturate sedative. The clinical safety of Doriden— in terms of 
minimal side effects,!.2 absence of respiratory depression,!4 and lack of adverse 
effects on liver,> kidney,!.5 and blood — has been confirmed repeatedly. So, for 
all the benefits of safe and sound sleep — prescribe Doriden. 
Supplied: Capsules, 0.5 Gm. (blue and white). Tablets, 0.5 Gm. (white, scored), 

Now also 
0.25 Gm. (white, scored) and 0.125 Gm. (white). available 
References: 1. Blumberg, N., Everts, E. A., and Goracci, A. F.: Pennsylvania : 
M. J. 59:808 (July) 1956. 2. Matlin, E.: M. Times 84:68 (Jan.) 1956. 3. Hodge, 
J., Sokoloff, M., and Franco, F.: Am. Pract. & Digest Treat. 10:473 (March) 
1959. 4. Burros, H.M., and Borromeo, V.H.J.: J. Urol. 76:456 (Oct.) 1956. 
5. Lane, R.A.: New York J. Med. 55:2343 (Aug. 15) 1955. 2/ 29858 
For complete information about Doriden (including dosage, cautions, and side | Doriden 
effects), see current Physicians’ Desk Reference or write cipa, Summit, N. J. | Capsules 
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SAFER ELECTROSHOCK THERAPY 
ultra-short-acting 
skeletal muscle 


relaxant ‘AN ECTI KR 


rapid 
relaxation 
rapid 
recovery 


brand 


Succinylcholine Chloride 


90 Seconds After Injection — 180 Seconds After Injection — 
* modified clonic phase _ normal respiration returns 
time of shock procedure 
3 minutes average) 


Comments from the literature: 
*«.., method of choice.” 
Havens, L. L.: Dis. Nerv. System 19:1 (Jan.) 1958. 


-,.. recommend its use.” 


Impastato, D. J., and Gabriel, A. R.: Am. J. Psychiat. 
114:698 (Feb.) 1958. 


“,.. treatment of choice.” 
Michael, K. D., and Wunderman, D. C.: J. Nerv. & Ment. 
Dis. 126:535 (June) 1958. 
“,.. irrespective of age.” 
Robie, T. R.: J. M. Soc. New Jersey 52:82 (Feb.) 1955. 
Complete literature available upon request. 


‘Anectine’™® brand Succinylcholine Chloride 
Injection: 20 mg. in each cc., multi-dose vials of 10 cc. 


BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 
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Injection ‘ANECTINE’ 60- Seconds After Injection 
patient relaxed + shock given 
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DRUG-INDUCED PARKINSONISM IS ON THE RISE, 
reflecting the growing use of potent tranquilizers. 
These extrapyramidal disturbances may be reduced 
by lowering tranquilizer dosage. 


*“It is almost always preferable, however, to merely add oral 
AKINETON’®... since this avoids the risk of loss of therapeutic 
benefit and permits uninterrupted phenothiazine therapy.” 


AKINETON’ 


BRAND OF BIPERIDEN 


a prompt, specific countermeasure to drug-induced akinesia 
motor restlessness - akathisia - torticollis - oculogyric crises - chorea 


remarKably safe — “Akineton was not responsible for a 
single dangerous or toxic effect in the 500 patients treated.” * 


Dosage: Doses required to achieve the therapeutic goal are variable and 
individually adjusted. The following are average doses. 


Drug-induced extrapyramidal disorders 
1 tablet (2 mg.) one to three times daily 


Parkinson’s disease 
1 tablet (2 mg.) three or four times daily 


AKINETON hydrochloride tablets—2 mg., bisected, bottles of 100 and 1000. 


*Ayd, Frank J., Jr.: Drug-induced Extrapyramidal Reactions: Their Clinical Mani- 
festations and Treatment with Akineton. Psychosomatics 1:143 (May-June) 1960. 


KNOLL PHARMACEUTICAL COMPANY, ORANGE, NEW JERSEY 
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it Tr i lafon maintains behavioral 


improvement in the wide range of social settings 


Available in 4 mg., 8 mg. and 16 mg. Tablets, Injection and Liquid Concentrate. For complete 
details, consult latest Schering literature available from your Schering Representative 
or Medical Services Department, Schering Corporation, Bloomfield, N. J. 
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in depression and related anxiety... 


prompt relief 
with unusual safety 


Clinical reports indicate that many depressions can be relieved by Deprol 
and psychotherapy, without recourse to more hazardous drugs. 


Deprol relieves the patient’s related anxiety, insomnia and anorexia 
without danger of overstimulation, thus permitting better rapport to be 
established sooner, and facilitating more effective treatment. 


Deprol acts without undue delay. Its effect can be determined quickly. If 
unusual cases require additional or alternative therapy, this will be quickly 
discernible. 


Deprol can be controlled — there is no lag period of a week or two over 
which drug effects continue after medication is stopped. In cases where 
alternative therapy may be needed, it can be started at once. 


Deprol is well tolerated — does not produce liver damage, hypotension, 
psychotic reactions or changes in sexual function; does not interfere with 
other drug therapies. 
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“Deprol* 


BENACTYZINE + MEPROBAMATE 


Dosage: Usual starting dose is 1 tablet q.i.d. When necessary, this may be increased gradually up to 
3 tablets q.i.d. With establishment of relief, the dose may be reduced gradually to maintenance levels. 
Composition: Each tablet contains 1 mg. 2-diethylaminoethy! benzilate hydrochloride (benactyzine 
HC!) and 400 mg. meprobamate. Supplied: Bottles of 50 light-pink, scored tablets. 


Uf), WALLACE LABORATORIES / Cranbury, N.J. 


— 
x 
mel 


No other drug 
in psychiatry has 


achieved the lasting foundation 


that Thorazine” has in 
brand of chlorpromazine 
its seven years of clinical use— 
effectiveness 
relative safety 
extensive documentation 


A fundamental drug in psychiatry. 


in psychopharmaceutical research 


4 
| Smith Kline & French Laboratories, Philadelphia EK leaders Es 


‘Thorazine’ 
Psychiatric Prescribing Information 


ADULT INDICATIONS AND DOSAGE 


Dosage should always be adjusted to the response of the individual and 
the severity of the condition. It is important to increase dosage until 
symptoms are controlled or side effects Sonsune excessively troublesome. 
Mental and Emotional Disturbances of Everyday Practice 
—Starting oral dosage is 10 mg. t.i.d. or q.i.d., or 25 mg. b.i.d. or t.i.d. 
After a day or two, dosage may be increased. by aay ee of 20 mg. 
to 50 mg. daily, at semiweekly intervals (increase should be more 
gradual in emaciated or senile patients) until achieving maximum 
clinical ampenne, Continue dosage at this level for at least two weeks; 
then it can usually be reduced to a maintenance level. A daily dosage 
of 200 mg. is ‘‘average,"’ but in some cases, such as discharged mental 
patients, daily dosages as high as 800 mg. may be necessary. Starting 
intramuscular dose is 25 mg. (1 cc.). If necessary, and if no hypotension 
occurs, repeat the initial ‘ose in one hour. Subsequent dosages should 
be oral, starting at 25 mg. to 50 mg. t.i.d. 
Hospitalized Psychiatric Patients— Acusely manic, or dis- 
turbed patients: Starting intramuscular dose is 25 mg. (1 cc.). If no marked 
hypotension occurs, an additional 25 mg. to 50 mg. injection may be 
given after one hour. Subsequent intramuscular dosages may be 
increased gradually over a period of several days—even up to 400 mg. 
q4-6h in exceptionally severe cases—until the patient is controlled. (In 
elderly or emaciated patients the dosage should increased more 
slowly than in other patients.) Usually the patient becomes quiet and 
cooperative within 24 to 48 hours after the initial dose, at which time 
oral doses may gradually be substituted for intramuscular doses (mg. 
for mg. or higher). Even if control is not complete, oral doses may 
gradually replace intramuscular doses. During this period, oral dosage 
should be increased rapidly until the patient is calm. Usually an oral 
dose of 500 mg. a day is sufficient but, if necessary, the dosage may be 
gradually increased still further to 2,000 mg. a ‘day or higher. Less 
acutely agitated patients: Starting oral dose is 25 mg. t.i.d. Subsequently, 
increase the amount gradually until an effective dosage is reache 
usually 400 mg. daily ts sufficient. Duration of therapy: It is important 
to determine the optimal dosage regimen and to continue treatment 
long enough for maximum clinical response. Maximum improvement is 
sometimes not apparent until after weeks or even months of therapy. 
Alcoholism — Starting intramuscular dose for severely agitated patients 
is 25 mg. to 50 mg. (1-2 cc.). Repeat initial dose if necessary and if no 
hypotension occurs. Start subsequent oral dosages at 25 mg. to 50 mg. 
t.i.d. Starting oral dose for agitated but manageable patients is 50 mg., 
followed by 25 mg. to 50 mg. t.i.d. For ambulatory patients with 
withdrawal symptoms or sober chronic alcoholics, starting oral dosage 
is 10 mg. t.i.d. or , or 25 mg. b.i.d. or t.i.d. Patients in a stuporous 
condition should allowed to sleep off some of the effects of the 
alcohol before “Thorazine’ is administered. 


PEDIATRIC INDICATIONS AND DOSAGE 


For behavior disorders—Ora/ dosage is on the basis of “4 meg./Ib. 
of body weight q4-6h, until symptoms are controlled (i.e., for 40 Ib. 
child—10 mg. g4-Gh). Calculate "Thorazine’ Syrup dosage at 10 mg./ 
5 cc. tsp. Rectal do osage is On the basis of % mg./Ib. of body weight q6-8h, 
p.r.n. (i.e., for 20-30 Ib. child—half of a 25 mg. suppository q6-8h). 
Intramuscular dosage is on the basis of 4 mg./lb. of body weight q6-8h, 
p.t.n. In children up to 5 years (or 50 Ibs.)—not over 40 mg./day. In 
children 5-12 years (or 50-100 Ibs.) —not over 75 mg./day 


IMPORTANT NOTES ON INJECTION 

poe a for acute ambulatory cases, parenteral administration should 
generally be reserved for bedfast patients. Parenteral administration 
should always be made with the patient lying down and remaining so 
for at least /2 hour afterward. The injection should be given slow/y, deep 
into the upper outer quadrant of the buttock. If irritation and pain at 
the site of injection are problems, dilution of “Thorazine’ Injection with 
physiologic saline solution or 2% procaine solution may be helpful. 
Subcutaneous administration is not advisable, and care should be taken 
to avoid injecting undiluted “Thorazine’ Injection into a vein. Intra- 
venous administration is recommended only for severe hiccups and 
surgery. Because contact dermatitis has been reported, avoid getting 
the solution on hands or clothing. 


SIDE EFFECTS 

The drowsiness caused by “Thorazine’ may be unwanted in some pa- 
tients. It is usually mild to moderate and disappears after the first or 
second week of therapy. If, however, drowsiness is troublesome, it can 
usually be controlled by lowering the dosage or by administering small 
amounts of dextro amphetamine. 

Other side effects that have been reported occasionally are dryness of 
the mouth, nasal congestion, some constipation, miosis in a few pa- 
tients and, very rarely, mydriasis. 

Mild fever (99°F.) may occur occasionally during the first days of 
therapy with large intramuscular doses. 

During ‘Thorazine’ therapy some patients have an increased appetite 
and gain weight. Usually these patients reach a plateau beyond which 
they do not gain further weight. 


CAUTIONS 

Jaundice: In the more than 14 million patients who have been 
treated with “Thorazine’ in the United States, the incidence of jaundice 
—regardless of indication, dosage, or mode of administration—has been 
low. Few cases have occurred in less than one week or after six me 
Jaundice due to ‘Thorazine’ is of the so-called ‘obstructive’ type; 1 
without parenchymal damage; and is usually promptly reversible on 
the withdrawal of “Thorazine’. 

Because detailed liver function tests of “Thorazine’-induced jaundice 
give a picture which mimics extrahepatic obstruction, exploratory 
laparotomy should be withheid until sufficient studies confirm extra- 
hepatic obstruction. 

Agranulocytosis: Agranulocytosis, although rare, has been reported 


in patients on “Thorazine’ therapy. Patients receiving “Thorazine’ should 
be observed regularly and aske o report at once the sudden appearance 
of sore throat or other signs of infection. If white blood counts and 
differential smears give an indication of cellular depression, the drug 
should be discontinued, and antibiotic and other suitable therapy 
should be instituted. Because most reported cases have occurred be- 
tween the fourth and the tenth weeks of treatment, patients on pro- 
longed therapy should be observed particularly during that period 
A moderate suppression of total white blood cells is sometimes ob- 
served in patients on “Thorazine’ therapy. If not accompanied by other 
symptoms, it is not an indication for discontinuing “Thorazine’. 


Potentiation: “Thorazine’ prolongs and intensifies the action of 
many central nervous system depressants, such as barbiturates and 
narcotics. Consequently, it is advisable to stop administration of such 
depressants before initiating “Thorazine’ therapy. Later the depressant 
agents may be reinstated, starting with low doses, and increasing 
according to response. Approximately 4 to % the usual dosage of 
such agents is required when they are given in combination with 
“Thorazine’. (However, “Thorazine’ does not potentiate the anticon- 
vulsant action of barbiturates. In one a who are receiving anticonvul- 
sants, the dosage of these agents—including barbiturates—should not 
be reduced if “Thorazine’ ts started. Rather, “Thorazine’ should be 
started at a very low dosage and increased, if necessary.) 


Hypotensive Effect: Postural hypotension and simple tachycardia 
be noted in some patients. In these patients, momentary fainting 
and some dizziness are characteristic and usually occur shortly after 
the first parenteral dose, occasionally after a subsequent parenteral 
dose—very rarely after the first oral dose. In most cases, prompt 
recovery is spontaneous and all symptoms disappear within % to 2 
hours with no subsequent ill effects. Occasionally, however, this 
hypotensive effect may be more severe and prolonged, producing a 
shock-like condition. 
In consideration of possible hypotensive effects, the patient should be 
kept under observation (preferably lying down) for some time after 
the initial parenteral dose. If, on rare occasions, hypotension does 
occur, it can ordinarily be controlled by placing the patient in a recum- 
bent position with head lowered and legs raised. If it is desirable to 
administer a vasoconstrictor, ‘Levophed’ and "Neo-Synephrine’* are 
the most suitable. Other pressor agents, including epinephrine, are not 
recommended because phenothiazine derivatives may reverse the usual 
elevating action of these agents and cause a further lowering of blood 
pressure. 
Causes of Vomiting: The physician should always bear in mind that 
the antiemetic effect of “Thorazine’ may mask signs of overdosage of 
toxic drugs and may obscure diagnosis of conditions such as intestinal 
obstruction and brain tumor. 


Dermatological Reactions: Dermatological reactions have been 
reported. Most have been of a mild urticarial type, suggesting allergic 
origin. Some of them appear to be due to photosensitivity, and it is 
advisable that patients on “Thorazine’ avoid undue exposure to the 
summer sun. 
Extrapyramidal Symptoms: With very large doses of “Thorazine’, 
as frequently used in psychiatric cases over long periods, there have 
been a few patients who have exhibited extrapyramidal symptoms 
which closely resemble parkinsonism. Such symptoms are reversi- 
le and one: disappear within a short time after the dosage has been 
decreased or the drug withdrawn. These symptoms can also be controlled 
by the concomitant administration of standard anti-parkinsonism agents. 


Lactation: Moderate engorgement of the breast with lactation has 
been observed in female patients receiving very large doses of ‘Thorazine’. 
This, however, is a transitory condition which disappears on reduction 
of dosage or withdrawal of the drug. 


CONTRAINDICATIONS 

In comatose states due to — nervous system depressants (alcohol, 
barbiturates, narcotics, etc.), also in patients under the influence 
of large amounts of Soalineeanes Or narcotics. 


AVAILABLE 


Tablets, 10 mg., 25 mg., 50 mg. and 100 mg., in bottles of 50, 500 
and 5000; 200 mg., for use in mental hospitals, in bottles of 500 and 
5000. (Each tablet contains chlorpromazine hydrochloride, 10 mg., 
25 mg., 50 mg., 100 mg., or 200 mg.) 

Ampuls, 1 cc. and 2 cc. (25 mg./cc.), in boxes of 6, 100 and 500. 
(Each cc. contains, in aqueous — chlorpromazine ‘hydrochloride, 
25 mg.; ascorbic acid, 2 mg.; sodium bisulfite, 1 mg.; sodium sulfite, 
1 mg.; ‘sodium chloride, 6 mg.) 


Multiple-dose Vials, 10 cc. (25 mg./cc.), in boxes of 1, 20 and 100. 
(Each cc. contains, in aqueous —- chlorpromazine hydrochloride, 
25 mg.; ascorbic acid, 2 mg.; sodium bisulfite, 1 mg.; sodium sulfite, 
1 mg.; sodium chloride, 1 a. Contains keuell's alcohol, 2%, as 
preservative.) 

Spansule® capsules, 30 mg., 75 mg., 150 mg. and 200 mg., in 
bottles of 30, 250 and 1500; also 300 mg., in bottles of 30 and 1500. 
(Each* Spansule’ capsule contains chlorpromazine hydrochloride, 30 mg., 
75 mg., 150 mg., 200 mg., or 300 mg.) 


Syrup, 10 mg./teaspoonful (5 cc.), in 4 fl. oz. bottles. (Each 5 cc. 
contains chlorpromazine hydrochloride, 10 mg.) 


Suppositories, 25 mg. and 100 mg., in boxes of 6. (Each suppository 
contains chlorpromazine, 25 mg. or 100 mg.; glycerin, p chem pomwend 
palmitate, glyceryl monostearate, hydrogenated cocoanut oil fatty 
acids, hydrogenated palm kernel oil fatty acids, lecithin.) 


Concentrate (for hospital use), 30 mg./cc., in 4 fl. oz. bottles. 
(Each cc. contains chlorpromazine hydrochloride, 30 mg.) 

Before prescribing “‘Thorazine’ in any indication other than those given 
here, the physician should be familiar with dosage, side effects, cau- 
tions and contraindications for such indications. This information is 
available in: Thorazine® Reference Manual and Physicians’ Desk Reference. 


*'Levophed’ and “Neo-Synephrine’ are the trademarks (Reg. U.S. Pat. 
Off.) of Winthrop Laboratories for its brands of levarterenol and 
phenylephrine respectively. 
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SPECIFY BARNHART 
TUBULAR DETENTION SCREENS 
for More Rigidity 
Than Any Other Unit 


DETENTION FEATURES INVISIBLE 
BETTER FOR PATIENTS — EASIER TO OPERATE 


rad 


BARNHART 


Our new cover plate type—in a constructed tubular frame. “All de- 
tention devices concealed.” Strong and sturdy in either aluminum or 
steel frames. 


If you were a mentally disturbed patient would you feel locked in and 
confined when you saw the detention gadgets exposed and looking 
at you every time the screen was opened to adjust the room windows? 
Insist on the cover plate unit. 


Shock Distribution: Acknowledged by all—the finest in the detention 
field. 


Aluminum or steel frames 
AAA—MAXIMUM AA—MEDIUM A—MILDSAFETY 
38% MORE STEEL — 76% MORE RIGIDITY 


BARNHART CO. 
and 


DETENTION UNITS 


Main office and Factory: 140 Highland St. * Port Chester, N. Y. ¢ N.Y.C. Tel. CYpress 5-7838 
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in depression 
Nardil...“practical, 
efficacious, and safe 
...for general use...”" 


Effective in psychotic depressions and 
non-psychotic depressive states with less 
than 2% reported significant side effects 


Clinical studies show that Nardil is potent 
enough for the most severe depressive con- 
ditions and yet safe enough for the office 
treatment of mild depressive states. With 
Nardil, relief of depressive symptoms has 
been consistently reported in 70 to 80% 
of office patients and 60 to 70% of hospi- 
talized patients... with a less than 2% re- 
ported incidence of significant side effects. 
This excellent clinical history plus the 
added benefits of a simple dosage schedule 
and significantly greater economy make 
Nardil well suited for the treatment of most 
depressive states. 

Full dosage information, available on request, 
should be consulted before initiating therapy. 
*Sargant, W.: Brit. M. J., p. 225-227, (Jan. 28) 1961. 


brand of phenelzine dihydrogen sulfate 
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CHOOSE DIABINESE FOR THESE 
PRACTICAL ADVANTAGES IN THE 
TREATMENT OF MENTAL PATIENTS 


WITH DIABETES Diabines ny 


BRAND OF CHLORPROPAMIDE 


simplified care Once-a-day piaBINesE dosage makes only one 


treatment visit necessary; oral dosage makes 
that visit short. This saves the time of ward 
personnel and increases ward efficiency. 


improved patien £ Conversion from an injectable to an oral hy- 
poglyecemie agent such as DIABINESE, elimi- 
morale and nates the patient’s fear of the needle. “Most 
. of them have come to accept the nurses, nurs- 
emotional outlook ing assistants and ward hess as less 
punitive and dictatorial individuals. They are 
now more receptive to other avenues of ap- 
proach, and treatment of their psychiatric 
problems.” These benefits were observed by 
Lupo! in 22 psychiatric patients successfully 
transferred from parenteral hypoglycemic 
therapy to DIABINESE. 


less cost The unique advantage of once-a-day dosage 
means economy of time and labor. In addition, 
DIABINESE costs less than other oral antidia- 
beties and no more than parenteral hypogly- 
cemic agents in most cases. 


Gnd viastnese increases the likelihood of main- 
taining the advantages of oral therapy. For 
— greater ASSUTANCE example, piaBINESE has a comparatively low 
i secondary failure rate. Moreover, at presentl 
of long-term control recommended dosage, adverse effects oral 
require discontinuance of treatment. 
See Side Effects section in “In Brief.” 


1. Lupo, T. G., and Tarnowski, 8S. M.: Am. J. 
Psychiat. 118:77, July, 1961. 
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Diabinese’ 


BRAND OF CHLORPROPAMIDE 


the oral antidiabetic 
most likely to succeed 


economical once-a-day dosage 


IN BRIEF \_ 


DIABINESE, a potent sulfonylurea, provides smooth, long- 
lasting control of blood sugar permitting economy and sim- 
plicity of low, once-a-day dosage. Moreover, DIABINESE often 
works where other agents have failed to give satisfactory 
control. 


INDICATIONS: Uncomplicated diabetes mellitus of stable, mild 
or moderately severe nonketotic, maturity-onset type. Certain 
“brittle” patients may be helped to smoother control with 
reduced insulin requirements. 


ADMINISTRATION AND DOSAGE: Familiarity with criteria 
for patient selection, continued close medical supervision, and 
observance by the patient of good dietary and hygienic habits 
are essential. 


As with insulin, DIABINESE dosage must be regulated to indi- 
vidual patient requirements. Average maintenance dosage is 
100-500 mg. daily. For most patients the recommended starting 
dose is 250 mg. given once daily. Geriatric patients should be 
started on 100-125 mg. daily. A priming dose is not necessary 
and should not be used; most patients should be maintained on 
500 mg. or less daily. Maintenance dosage above 750 mg. should 
be avoided. Before initiating therapy, consult complete dosage 
information. 


SIDE EFFECTS: In the main, side effects, e.g., hypoglycemia, 
gastrointestinal intolerance, and neurologic reactions, are re- 
lated to dosage. They are not encountered frequently on pres- 
ently recommended low dosage. There have been, however, 
occasional cases of jaundice and skin eruptions primarily due 
to drug sensitivity; other side effects which may be idiosyncratic 
are occasional diarrhea (sometimes sanguineous) and hema- 
tologic reactions. Since sensitivity reactions usually occur within 
the first six weeks of therapy, a time when the patient is under 
very close supervision, they may be readily detected. Should 
sensitivity reactions be detected, DIABINESE should be dis- 
continued. 


PRECAUTIONS AND CONTRAINDICATIONS: If hypogly- 
cemia is encountered, the patient must be observed and treated 
continuously as necessary, usually 3-5 days, since DIABINESE 
is not significantly metabolized and is excreted slowly. 
DIABINESE as the sole agent is not indicated in juvenile 
diabetes mellitus and unstable or severely “brittle” diabetes 
mellitus of the adult type. Contraindicated in patients with 
hepatic dysfunction and in diabetes complicated by ketosis, aci- 
dosis, diabetic coma, fever, severe trauma, gangrene, Raynaud's 
disease, or severe impairment of renal or thyroid function. 


DIABINESE may prolong the activity of barbiturates. An effect 
like that of disulfiram has been noted when patients on 
DIABINESE drink alcoholic beverages. 


SUPPLIED: As 100 mg. and 250 mg. scored chlorpropamide 
tablets. 


More detailed professional information available on request. 
Science for the world’s well-being® 


~ PFIZER LABORATORIES 
Pfizer Division, Chas. Pfizer & Co., Inc. 


New York 17, New York 
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Quick, smooth induction sreviTAL? soDIUM is a fast-acting 
intravenous barbiturate. Patients are at the working level of anesthesia within 
thirty to forty seconds. With this oxygen barbiturate, the incidence of laryn- 
gospasm and bronchospasm is greatly reduced. 


Safe, more clearheaded recovery BREVITAL SODIUM is 


an ultrashort-acting intravenous barbiturate, particularly useful in psychiatry. 
It is rapidly metabolized with a minimal accumulation in fatty tissues. 

Brevital Sodium contains no sulfur; there is no unpleasant taste or odor 
associated with its use. The usual ‘‘hang-over” effect is absent. 


Brevital Sodium (with anhydrous sodium carbonate) is stable in distilled water up to 
six weeks without refrigeration. 

2.5 Gm., in glass-sealed ampoules 

500 mg., in 50-cc.-size rubber-stoppered ampoules 

2.5 Gm., in 250-cc.-size rubber-stoppered ampoules 

5 Gm., in 500-cc.-size rubber-stoppered ampoules 

Product brochure available; write Eli Lilly and Company, Indianapolis 6, Indiana. 
1. Karliner, W., and Padula, L. J.: The Use of a New Ultra-Short-Acting 
Intravenous Anesthetic in Shock Therapy, Am. J. Psychiat., 117:355, 1960. 
Brevital® Sodium (methohexital sodium, Lilly) 
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THE ADOLF MEYER LECTURE 
CHILDHOOD MOURNING AND ITS IMPLICATIONS FOR PSYCHIATRY * 


JOHN BOWLBY, M.D.? 


INTRODUCTION 


For half a century or more there has 
existed a school of thought that has believed 
that experiences of infancy and childhood 
play a large part in determining whether or 
not an individual grows up prone to develop 
psychiatric illness. To the growth of this 
school Adolf Meyer made a great contri- 
bution. Insisting that the psychiatric patient 
is a human being and that his disturbed 
thought, feeling and behaviour must be seen 
in the context of the environment in which 
he is living and has lived, Adolf Meyer bade 
us pay attention to all the complex details of 
the patient’s life history as possible clues to 
his illness. “The most valuable determining 
feature is, as a rule, the form of evolution 
of the [symptom] complex, the time and 
duration and circumstances of its develop- 
ment.” Though I find no evidence that 
Adolf Meyer was greatly interested in ex- 
periences of earliest childhood, they lie 
plainly within his field of vision and are in- 
deed a logical extension of his work. 

Over the years, the belief that experiences 
of early childhood are of much consequence 
for the development of psychiatric illness 
has grown in strength. Nevertheless, the 
basic hypothesis has always been a subject 
of sharp controversy. Some have contended 
that the hypothesis is mistaken—that psychi- 
atric illness has its roots elsewhere than in 
early childhood ; whilst those who believe 
the hypothesis to be fruitful are still at sixes 
and sevens regarding precisely what ex- 
periences are relevant. Much of the contro- 
versy arises from the difficulty of conduct- 
ing satisfactory research in this area—a diffi- 
culty turning largely on the long gap in 
time between the events thought to be 
of consequence and the onset of the de- 


1 Read at the 117th annual meeting of the 
American Psychiatric Association, Chicago, IIL, 
May 8-12, 1961. 

2 Tavistock Child Development Research Unit, 
2 Beaumont St., London, W. 1, Eng. 


clared illness. For the science of psycho- 
pathology, therefore, the problem posed is 
how best to explore the area in order to 
reach firmer ground. My plan in this lec- 
ture is to give an account of recent develop- 
ments in one line of investigation, that 
which has set out to understand the effect 
on personality development of loss of ma- 
ternal care in early childhood. 

In the past 20 years much evidence has 
accumulated that points to a causal relation- 
ship between loss of maternal care in the 
early years and disturbed personality de- 
velopment(7). Many common deviations 
seem to follow an experience of this kind— 
from delinquent character formation to a 
personality prone to anxiety states and de- 
pressive illness. Although there are some 
psychiatrists who still challenge this gen- 
eral conclusion, a more usual attitude is to 
accept that there is probably something in 
it and to ask fo. more information. A par- 
ticular request has been for an hypothesis 
which can provide a plausible explanation 
of how it is that the ill effects attributed 
to separation and deprivation come to fol- 
low such experiences. Since it is to an at- 
tempt to fill this gap that I have been 
devoting myself in recent years, my plan is 
to present a sketch of where the evidence 
seems to be leading. 

In judging my thesis I must ask you to 
bear in mind that the enquiry does not fol- 
low the usual practice of psychiatric re- 
search which starts with a more or less 
defined clinical syndrome and attempts then 
to delineate the underlying pathology. In- 
stead, it starts with a class of experience, 
loss of mother figure in infancy and early 
childhood, and attempts thence to trace the 
psychological and psychopathological proc- 
esses that commonly result. In physiologi- 
cal medicine a shift of this kind in research 
orientation has occurred long since. In 
studies, for example, of the pathology of 
chronic infection of the lungs, the investi- 


481 


é 
= 
Sitar 
a 
4 


482 


ADOLF MEYER LECTURE 


[ December 


gator is no longer likely to start with a 
group of cases all showing chronic infection 
and attempt to discover the infective agent 
or agents that are at work. It is more likely 
he will start with a specified agent, per- 
haps tubercle or actinomycosis or some new- 
ly identified virus, in order to study the 
physiological and physiopathological proc- 
esses to which it gives rise. In so doing 
he may discover many things which are 
not immediately relevant to chronic infec- 
tive pulmonary conditions. Not only may he 
throw light on certain acute infections and 
sub-clinical conditions, but he is almost 
sure to discover that infections of other 
organs besides lungs are the work of the 
pathogenic organism he has selected for 
study. No longer is his centre of interest a 
particular clinical syndrome : it has become 
instead the manifold sequelae of a particu- 
lar pathogenic agent. 

The pathogenic agent the effects of which 
I shall be discussing is loss of mother figure 
during the period between about 6 months 
and 6 years of age. During the early months 
of life the infant is learning to discriminate 
a particular figure, usually his mother, and 
is developing a strong liking to be in her 
company. After about 6 months he shows 
his preferences in unmistakable fashion 
(55). Throughout the latter half of his first 
year and during the whole of his second 
and third he is closely attached to his 
mother figure, which means that he is 
content in her company and distressed in 
her absence. Even momentary separations 
often lead him to protest and longer ones 
always do. After the third birthday the 
strength of the attachment commonly di- 
minishes, though for some further years it 
remains strong. From about his first birth- 
day onwards other figures also, for example 
father or grandmother, may become im- 
portant to him so that his attachment is 
not confined to a single figure. Nevertheless, 
there is usually a well-marked preference 
for some one person. In the light of phylo- 
geny it is likely that the instinctual bonds 
that tie human young to a mother figure 
are built on the same general pattern as in 
other mammalian species(9, 30, 52). 

The majority of children suffer little dis- 
ruption of this primary attachment in their 
early years. They live with their mother 


figure and, during the relatively brief 
periods when she is absent, are cared for 
by a familiar subordinate figure. On the 
other hand a minority does experience dis- 
ruptions. Their mother may desert or die ; 
they may be left in hospital or institution ; 
they may be handed from one mother 
figure to another. Disruptions may be long 
or short, single or repeated. The experi- 
ences that belong under the general heading 
of maternal deprivation are thus multifarious 
and no one investigation can study them 
all. If, therefore, effective research is to be 
done, for each project the experience to be 
studied must be fairly narrowly defined. 
As regards research strategies, the investi- 
gator has a choice(2). An obvious possi- 
bility is to examine a sample of older 
children and adults who had the experience 
in their early years with a comparable sam- 
ple who did not have the experience. Al- 
though brilliantly adopted by Goldfarb 
(29), this strategy has many practical diffi- 
culties. The principle ones are locating a 
suitable sample, selecting and examining 
appropriate controls, and finding reliable 
instruments to measure the features of per- 
sonality that are expected to show differ- 
ences. An alternative approach is to study 
the child’s responses at the time of and in 
the period immediately subsequent to the 
experience. After spending several not very 
productive years following the first strategy, 
it is the second on which my research group 
has concentrated during most of the past 
decade. It has been much more rewarding. 


SEPARATION FROM MOTHER 
AND CHILDHOOD MOURNING 


The basic data with which we have been 
concerned are observations of the behaviour 
of healthy children of a defined age, namely 
in their second and third years, undergoing 
a defined experience, namely stays of lim- 
ited duration in residential nurseries or hos- 
pital wards and there cared for in traditional 
ways. This means that the child is removed 
from the care of his mother figure and all 
subordinate figures and also from his fa- 
miliar environment and is cared for instead 
in a strange place by a succession of un- 
familiar people. Further data are derived 
from observations of his behaviour in his 
home during the months after his return and 
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from reports of it from his parents. Thanks 
to the work of James Robertson and Chris- 
toph Heinicke we have now a considerable 
body of observations, some of which have 
been published(8, 31, 49, 50, 51). Because 
observations by a number of other workers 
(3, 14, 15, 34, 48, 54, 56), record sub- 
stantially similar sequences of response, we 
feel fairly confident of the common pat- 
terns. 

In the setting described a child of 15 to 
30 months who has had a reasonably secure 
relationship to his mother and has not pre- 
viously been parted from her will commonly 
show a predictable sequence of behaviour. 
This can be broken into 3 phases according 
to what attitude to his mother is dominant. 
We have described them as phases of Pro- 
test, Despair and Detachment. At first with 
tears and anger he demands his mother 
back and seems hopeful he will succeed in 
getting her. This phase of Protest may last 
several days. Later he becomes quieter, but 
to the discerning eye it is clear that as much 
as ever he remains preoccupied with his ab- 
sent mother and still yearns for her return ; 
but his hopes have faded and he is in the 
phase of Despair. Often these 2 phases al- 
ternate : hope turns to despair and despair 
to renewed hope. Eventually, however, a 
greater change occurs. He seems to forget 
his mother so that when she comes for him 
he remains curiously uninterested in her, 
and may seem even not to recognise her. 
This is the phase of Detachment. In each of 
these phases the child is prone to tantrums 
and episodes of destructive behaviour, often 
of a disquietingly violent kind. 

The child’s behaviour on return home de- 
pends on the phase reached during the 
period of separation. Usually for a while he 
is unresponsive and undemanding ; to what 
degree and for how long turns on the 
length of the separation and the frequency 
of visits. For example, when he has been 
away unvisitied for a few weeks or months 
and so has reached the early stages of de- 
tachment, it is likely that unresponsiveness 
will persist from an hour to a day or more. 
When at length it breaks the intense ambiv- 


3 In certain earlier papers the term “Denial” was 
used to denote the third phase. It has many dis- 
advantages, however, and has been abandoned. 


alence of his feelings for his mother is 
made manifest. There is a storm of feeling, 
intense clinging and, whenever his mother 
leaves him, even for a moment, acute 
anxiety and rage. Thenceforward, for weeks 
or months his mother may be subjected 
to impatient demands for her presence and 
angry reproaches when she has been absent. 
When, however, he has been away for a 
period of more than 6 months or when 
separations have been repeated, so that he 
has reached an advanced stage of detach- 
ment, there is danger that he may remain 
detached and so never recover his affection 
for his parents.* 

Now in interpreting these data and in 
relating them to psychopathology a key 
concept is that of mourning. There is, in- 
deed, good reason to believe that the se- 
quence of responses described—Protest, 
Despair and Detachment—is a sequence 
that, in one variant or another, is character- 
istic of all forms of mourning. Following 
unexpected loss there seems always to be a 
phase of protest during which the bereaved 
person is striving, either in actuality or in 
thought and feeling, to recover the lost ob- 
ject and is reproaching it for desertion. 
During this and the succeeding phase of 
despair, feelings are ambivalent while mood 
and action vary from an immediate ex- 
pectancy expressed in an angry demand 
for the object’s return to a despair expressed 
in subdued pining—or even not expressed 
at all. Though alternating hope and despair 
may continue for a long time, at length 
there develops some measure of emotional 
detachment from the object lost. After 
having undergone disorganisation in the 
phase of Despair, behaviour in this phase 
becomes reorganised on the basis of the 
object’s permanent absence. Though this 
picture of healthy mourning is not alto- 
gether familiar to psychiatrists, evidence 
that it is a true one seems compelling(12). 


4 Many variables influence the child’s behaviour 
during and after separation and this makes a brief 
schematic exposition difficult. The description 
given applies especially to the behaviour of chil- 
dren who are unvisited and are cared for by 
nurses or others who have little insight or sympathy 
for his fretting. It seems likely that free visiting 
and more insightful care can mitigate the processes 
described, but there is as yet little reliable informa- 
tion about this. 
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If this view is correct, the responses of 
young children on removal to hospital or 
institution must be regarded simply as 
variants of basic mourning processes. Irre- 
spective of age, it seems, the same kind of 
responses occur and in the same sequence. 
Like adults, infants and young children 
who have lost a loved object experience 
grief and go through periods of mourning 
(11). There appear to be only 2, inter- 
related differences. One is that in the young 
the time scale is abbreviated, though much 
less so than has sometimes been thought. 
The other, in which lies the significance for 
psychiatry, is that in childhood the proc- 
esses leading to detachment are very apt 
to develop prematurely, inasmuch as they 
coincide with and mask strong residual 
yearning for and anger with the lost object, 
both of which persist, ready for expression, 
at an unconscious level. Because of this 
premature onset of detachment, the mourn- 
ing processes of childhood habitually take 
a course that in older children and adults is 
regarded as pathological. 

Once we recognise that the separation of 
a young child from his loved mother figure 
commonly precipitates processes of mourn- 
ing of a pathological sort, we are able to 
relate our findings to those of many other 
enquiries. On the one hand are the findings 
of workers who have taken the grief of 
adults as a starting point for a study of psy- 
chopathology(18, 38, 42). On the other 
are those of the more numerous investi- 
gators who have followed the traditional 
pattern of psychiatric research, that starts 
with a sick patient and tries to discern what 
have been the preceding events of causal 
significance, and who have advanced the 
hypothesis that loss of loved object is in 
some way pathogenic. 

Enquiries that have pointed to loss of 
loved object as probably pathogenic are of 
several kinds. First, there are the very num- 
erous studies, of which Freud’s Mourning 
and Melancholia is the prototype, that re- 
late a psychiatric syndrome of relatively 
acute onset, such as anxiety state, depressive 
illness or hysteria, to a more or less recent 
bereavement, and postulate that the clinical 
picture is to be understood as the result of 
mourning having taken a_ pathological 
course. Next are the studies, almost equally 


numerous, that relate a psychiatric syn- 
drome of more chronic degree, such as a 
tendency to episodic depression or a diffi- 
culty in experiencing feelings, to a loss that 
occurred in the patient’s adolescence or 
earlier childhood. Thirdly, there is the ex- 
tensive psychoanalytic literature that seeks 
to relate a proneness towards psychiatric 
illness in later life with some failure of psy- 
chic development in early childhood. 
Fourthly, there is a steadily accumulating 
series of papers that show a raised incidence 
of childhood bereavement in the lives of 
those who subsequently develop psychi- 
atric illness ; and, finally, the striking ob- 
servation that individuals are apt to become 
mentally ill at an age which appears to be 
determined by an episode in their childhood 
when they suffered the loss of a parent— 
the so-called anniversary reactions. 

It is not possible in a single lecture to 
discuss systematically the relevance of the 
evidence derived from each of these sources. 
This I am attempting to do in a series of 
detailed papers in course of publication. 
The most that can be done now is to draw 
on a few typical studies from each field (but 
excluding anniversary reactions) and to in- 
dicate briefly how these findings appear to 
fit together. Since, however, the whole 
thesis turns on the nature of the processes 
of mourning and especially those present 
in the first phase, it is necessary to give 
them further attention. 


URGES TO RECOVER AND TO REPROACH LOST 
OBJECT : THEIR ROLE IN PSYCHOPATHOLOGY 


Now I wish to draw your attention to 
anger as an immediate, common and per- 
haps invariable response to loss. Instead of 
anger indicating that mourning is running a 
pathological course—a view suggested by 
Freud and rather commonly held—evidence 
makes it clear that anger, including anger 
with the lost object, is an integral part of 
the grief reaction. The function of this 
anger appears to be to add punch to the 
strenuous efforts both to recover the lost 
object and to dissuade it from deserting 
again that are the hallmarks of the first 
phase of mourning. Since this phase has not 
only been given little attention hitherto but 
appears crucial for an understanding of 
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psychopathology, it is necessary to explore 
it more fully. 

Because in cases of death an angry effort 
to recover the lost object is so obviously 
futile there has been a tendency to regard 
it as itself pathological. I believe this to 
be profoundly mistaken. So far from being 
pathological, the evidence suggests that the 
overt expression of this powerful urge, un- 
realistic and hopeless though it may be, is 
a necessary condition for mourning to run a 
healthy course. Only after every effort has 
been made to recover the lost object, it 
seems, is the individual in a mood to admit 
defeat and to orient himself afresh to a 
world from which the loved object is ac- 
cepted as irretrievably missing. Protest, in- 
cluding an angry demand for the object’s 
return and reproach against it for deserting, 
is as much a part of the adult’s response to 
loss, especially a sudden loss, as of the 
young child’s. 

This may seem puzzling. How comes it 
that such demands and reproaches should 
be made even when the object is so plainly 
beyond recall ? Why such gross realism ? 
There is I believe a good answer : it stems 
from evolution theory. 

In the first place, a review of the be- 
havioural responses to loss that are shown 
by infra-human species—birds, lower mam- 
mals and primates—suggests that these re- 
sponses have ancient biological roots. 
Though not well recorded, such informa- 
tion as is available shows that many if not 
all the features described for humans— 
anxiety and protest, despair and disorgan- 
isation, detachment and reorganisation—are 
the rule also in many lower species.® 

In the second place, it is not difficult to 
see why these responses should have been 
evolved. In the wild to lose contact with 
the immediate family group is extremely 
dangerous, especially for the young. It is, 
therefore, in the interests of both individual 


5 Evidence is reviewed by Bowlby(12) and 
Pollock(47). To give an example quoted by Pol- 
lock : A male chimpanzee who had lost his mate is 
recorded to have made repeated efforts to arouse 
her. He yelled with rage and at times expressed his 
anger by snatching at the short hairs of his head. 
Later there was crying and mourning. As time 
wore on he became more closely attached to his 
keeper and more angry than he had been hitherto 
when the keeper left him. 


safety and species reproduction that there 
should be strong bonds tying together the 
members of a family or of an extended 
family ; and this requires that every sepa- 
ration, however brief, should be responded 
to by an immediate, automatic and strong 
effort both to recover the family, especially 
the member to whom attachment is closest, 
and to discourage that member from going 
away again. For this reason, it is suggested, 
the inherited determinants of behaviour 
(often termed instinctual) have evolved in 
such a way that the standard responses to 
loss of a loved object are always urges first 
to recover it and then to scold it. If, how- 
ever, the urges to recover and scold are 
automatic responses built into the organism, 
it follows that they will come into action 
in response to any and every loss and with- 
out discriminating between those that are 
really retrievable and those, statistically 
rare, that are not. It is an hypothesis of this 
kind, I believe, that explains why a be- 
reaved person commonly experiences a 
compelling urge to recover the object even 
when he knows the attempt to be hopeless 
and to reproach it even when he knows 
reproach to be irrational. 

If then neither the futile effort to recover 
the lost object nor angry reproaches against 
it for deserting are signs of pathology, in 
what ways, we may ask, is pathological 
mourning distinguished from healthy ? Ex- 
amination of the evidence suggests that one 
of the main characteristics of pathological 
mourning is nothing less than an inability 
to express overtly these urges to recover and 
scold the lost object, with all the yearning 
for and anger with the deserting object that 
they entail. Instead of its overt expression, 
which though stormy and fruitless leads on 
to a healthy outcome, the urges to recover 
and reproach with all their ambivalence of 
feeling have become split off and repressed. 
Thenceforward, they have continued as ac- 
tive systems within the personality but, un- 
able to find overt and direct expression, 
have come to influence feeling and be- 
haviour in strange and distorted ways ; 
hence many forms of character disturbance 
and neurotic illness. 

Let me give a brief illustration of one 
such form, drawn from a case reported by 
Helene Deutsch(16). 
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came for analysis in his early thir- 
i man was without apparent neurotic 
difficulties. ‘The clinical picture, however, was 


complete blocking of affect without the slight- 
est insight . . . He had no love relationships, no 
friendships, no real interests of any sort. To 
all kinds of experience he showed the same 
dull and apathetic reaction. There was no en- 
deavour and no disappointment . . . There were 
no reactions of grief at the loss of individuals 
near to him, no unfriendly feelings and no 
aggressive impulses.” How did this barren and 
crippled personality develop ? In the light of 
an hypothesis regarding childhood mourning, 
the history together with material stemming 
from analysis enable us to construct a plausible 
account. 

First, history : when he was 5-years-old his 
mother had died and it was related that he 
had reacted to her loss without any feeling. 
Thenceforward, moreover, he had retained no 
recollection of any events prior to her death. 
Secondly, material from analysis : he described 
how through several years of later childhood 
he used to leave his bedroom door open “in 
the hope that a large dog would come to him, 
be very kind to him, and fulfil all his wishes.” 
Associated with this fantasy was a vivid child- 
hood memory of a bitch which had left her 
puppies alone and helpless when she had died 
shortly after their birth. Although in this fan- 
tasy the hidden longing for his lost mother 
seems plainly evident, it is not expressed in a 
simple direct way. Instead, all memories of his 
mother had disappeared from consciousness 
and, insofar as any conscious affects towards 
her could be discerned, they were hostile. 

To explain the course of development in this 
case the hypothesis I am advancing (and one 
that is not very different from Helene 
Deutsch’s) is that, following his mother’s 
death, instead of there being a full expression 
of his desire for his mother’s return and anger 
at her desertion, his mourning had moved on 
precipitately to a condition of detachment. In 
so doing the yearning and the anger had be- 
come locked inside him, potentially active but 
shut off from the world, and only the remainder 
of his personality had been left free for further 
development. As a result he grew up gravely 
impoverished. If this hypothesis is valid, the 
task of treatment is to help the patient to re- 
cover his latent longing for his lost mother and 
his latent anger with her for deserting him, in 
other words to return to the first phase of 
mourning with all its ambivalence of feeling 
which at the time of the loss had either been 


omitted or scamped. The experience of many 
analysts, well illustrated in a paper by Root 
(53), suggests that it is in fact only in this 
way that such a person can be restored to a 
life of feeling and attachment. 


Strong support for this hypothesis comes 
from our observations of young children 
separated from their mothers and unvisited, 
especially from what we know of the early 
stages of detachment that follow protest and 
despair. Once the separated child has en- 
tered the phase of detachment he seems 
no longer preoccupied with his missing 
mother and instead to have adapted satis- 
factorily in his new surroundings. When his 
mother comes to fetch him, so far from 
greeting her he seems hardly to know her 
and, so far from clinging to her, remains 
remote and unresponsive ; it is a condition 
that most mothers find distressing and in- 
comprehensible. Provided the separation 
has not lasted too long, however, it is re- 
versible, and it is in what happens after 
reversal that special interest lies. 

After the child has been back with his 
mother a few hours or a few days, the de- 
tached behaviour is replaced not only by 
all the old attachment but by attachment 
of greatly heightened intensity. From this 
it is clear that during detachment the ties 
binding him to his mother have not quietly 
faded, as is suggested by Anna Freud(20),° 
nor has there been a simple forgetting. On 
the contrary, the data strongly suggest that 
during the phase of detachment the re- 
sponses that bind the child to his mother 
and lead him to strive to recover her are 
subject to a defensive process. In some way 
they are removed from consciousness, but 
remain latent and ready to become active 
again, at high intensity, when circumstances 
change.? This means that in infants and 
young children the experience of separation 
habitually initiates defensive processes 
which lead to yearning for the lost object 


6In an earlier publication(14), however, Anna 
Freud adopted a viewpoint similar to that taken 
here. 


7 The change of circumstance required varies 
with the stage to which detachment has progressed. 
When the child is still in the early phases, re- 
newed attachment usually follows reunion with 
his mother: when he is in an advanced stage 
analytic treatment is likely to be required. 


er one of a wooden and affectionless character. 
ee Helene Deutsch describes how “he showed 
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and reproach for its desertion both to be- 
come unconscious. Another way of stating 
it is that, in early childhood, loss is re- 
sponded to by processes of mourning that 
habitually take a course that in adults is 
deemed pathological. 

The question that now arises is whether 
the defensive processes that are so striking 
following loss in childhood are different in 
kind from what is seen in healthy mourning 
or whether they occur in healthy mourning 
also but with some difference of form or 
timing. Evidence suggests that they do oc- 
cur(12), but that in the healthy process 
their onset is delayed. As a result the urges 
to recover the lost object and to reproach 
it have time enough for expression so that, 
through repeated failure, they are gradually 
relinquished or, in terms of learning theory, 
extinguished. What appears to happen in 
childhood (and in the pathological mourn- 
ing of later years), on the other hand, is 
that the development of defensive processes 
is accelerated. As a result, the urges to re- 
cover and to reproach the lost object have 
no chance to be extinguished and instead 
persist, with consequences that are serious. 

Let us return briefly to apply these ideas 
to Helene Deutsch’s patient. Following his 
mother’s death when he was 5, it seems, 
both longing and anger had disappeared 
from his conscious self. The fantasy of the 
visit from the dog shows, however, that they 
persisted nonetheless at an unconscious 
level. This and evidence from other cases 
suggests that, although immobilised, both 
his love and his anger had remained di- 
rected towards the recovery of his dead 
mother. Thus, locked in the service of a 
hopeless cause, they had been lost to the 
developing personality. With loss of mother 
had gone loss also of his feeling life. 

Two common technical terms are in use 
to denote the processes at work: fixation 
and repression. Unconsciously the child re- 
mains fixated on the lost mother : his urges 
to recover and to reproach her, and the 
ambivalent emotions connected with them, 
have undergone repression. 

Another defensive process, closely related 
to and alternative to repression, also occurs 
following loss. This is “splitting of the ego.” 
In such cases one part of the personality, 
secret but conscious, denies that the object 


is really lost and maintains, instead, either 
that there is still communication with it or 
that it will soon be recovered ; whilst simul- 
taneously another part of the personality 
shares with friends and relatives the know]- 
edge that the object is irretrievably lost. 
Incompatible though they be, the two parts 
may co-exist over many years. As in the 
case of repression, ego splits lead also to 
psychiatric illness. 

Why in some cases the part still yearning 
to recover the lost object should be con- 
scious and in others it should be uncon- 
scious is unclear. So too are the conditions 
which lead some bereaved children to de- 
velop satisfactorily whilst others do not.® 
What seems certain, however, is that the 
precipitate onset of the defensive processes, 
repression or splitting, with the resulting 
fixation, is initiated much more readily in 
childhood than in more mature years. In 
this fact lies a main explanation, I suggest, 
of why and how it is that experiences of 
loss in early childhood lead to faulty per- 
sonality development and proneness to psy- 
chiatric illness. 

The hypothesis I am advancing, there- 
fore, is that in the young child the ex- 
perience of separation from mother figure is 
especially apt to evoke psychological proc- 
esses of a kind that are as crucial for 
psychopathology as are inflammation and 
its resulting scar tissue to physiopathology. 
This does not mean that a crippling of per- 
sonality is the inevitable result; but it 
does mean that, as in the case, say, of 
rheumatic fever, scar tissue is all too often 
formed which in later life leads to more 
or less severe dysfunction. The processes in 
question, it seems, are pathological variants 
of those that characterise healthy mourning. 

Although this is a theoretical position that 
is closely akin to many others already in the 
field, it appears nonetheless to be different 
from them. Its strength lies in relating the 
pathological responses with which we are 
confronted in older patients to responses to 
loss that are actually to be observed in early 
childhood, thereby providing a more solid 
link between psychiatric conditions of later 
life and childhood experience. Let us turn 


8 This is a problem that Josephine Hilgard is 
studying(33). 
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now to compare this formulation with some 
of its predecessors. 


TWO TRADITIONS IN PSYCHOANALYTIC 
THEORISING 

During this century a number of psycho- 
analysts and psychiatrists have sought to re- 
late psychiatric illness, loss of a loved ob- 
ject, pathological mourning and childhood 
experience. Almost all have taken as their 
starting point the sick patient. 

It is more than 60 years since Freud first 
adumbrated the idea that both hysteria and 
melancholia are manifestations of patho- 
logical mourning following more or less re- 
cent bereavement(25), and more than 40 
years since in Mourning and Melancholia he 
advanced the hypothesis in a systematic 
way(21). Since then there have been a host 
of other studies all of which in different 
ways support it ; recently this literature has 
been ably reviewed by Parkes(46). Clinical 
experience and a reading of the evidence 
leaves little doubt of the truth of the main 
proposition—that much psychiatric illness is 
an expression of pathological mourning—or 
that such illness includes many cases of 
anxiety state, depressive illness and hysteria, 
and also more than one kind of character 
disorder. Plainly there has been discovered 
here a large and important field ; for it to 
be explored fully much further work is re- 
quired. 

Controversy begins when we come to 
consider why some individuals and not 
others respond to loss in these pathological 
ways: and it is amongst hypotheses that 
seek to account for the origin of such differ- 
ential responsiveness that the one I am ad- 
vancing belongs. 

An hypothesis that has influenced all 
later workers with a psychological orienta- 
tion was outlined by Abraham(1). As a 
result of analysing several melancholic pa- 
tients, he came to the conclusion that “in 
the last resort melancholic depression is de- 
rived from disagreeable experiences in the 
childhood of the patient.” He therefore 
postulated that, during their childhood, 
melancholics have suffered from what he 
termed a “primal parathymia.” In these pas- 
sages, however, Abraham never uses the 
words grief and mourning ; nor is it clear 
that he recognised that for the young child 


the experience of losing mother (or of los- 
ing her love) is in very truth a bereavement. 

Since then, a number of other psycho- 
analysts in trying to trace the childhood 
roots of depressive illness and of personal- 
ities prone to develop it have drawn atten- 
tion to unhappy experiences in the early 
years of their patients’ lives. Except in the 
tradition of theorising initiated by Melanie 
Klein, however, few have conceptualised 
the experiences in terms of bereavement and 
pathological mourning. Nevertheless, when 
we come to study the experiences to which 
they refer, it seems evident that this is the 
frame of reference that best fits them. I 
will give as examples 3 patients described in 
the literature. 


In 1936 Geré reported 2 patients suffering 
from depression. One of them, he concluded, 
had been “starved of love” as a child; the 
other had been sent to a residential nursery 
and had only returned home when he was 
3. Each showed intense ambivalence towards 
any object that was loved, a condition which, 
Gerd believed, could be traced to the early 
experience. In the second case, he speaks of 
both a fixation on the mother and an inability 
to forgive her for the separation. Edith Jacob- 
son in her extensive writing on the psycho- 
pathology of depression draws regularly on a 
female patient, Peggy, whose analysis she de- 
scribes in 2 papers (36, 37). On referral, Peggy, 
aged 24, was in a state of severe depression 
with suicidal impulses and depersonalisation ; 
these symptoms had been precipitated by a 
loss, actually the loss of her lover. The child- 
hood experience on which Edith Jacobson 
places major emphasis occurred when Peggy 
was 3% years old. At this time her mother went 
to hospital to have a new baby, whilst she and 
her father stayed with the maternal grand- 
mother. Quarrels developed and father de- 
parted. “The child was left alone, disappointed 
by her father and eagerly awaiting her mother’s 
return. However, when the mother did return 
it was with the baby.” Peggy recalled feeling 
at this time “This was not my mother, it was a 
different person,” (an experience that we know 
is not uncommon in young children who have 
been separated from their mothers for a few 
weeks). It was soon after this, Edith Jacobson 
believed, that “the little girl broke down in her 
first deep depression.” 


Now it may be questioned both whether 
the experiences in these patients’ early 
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childhoods were accurately recalled and also 
whether the analysts were right in attribut- 
ing to them so much significance for their 
patients’ emotional development. But, if we 
accept as I am inclined to do both the valid- 
ity of the experiences and their significance, 
I believe the concept of pathological mourn- 
ing to be the one best fitted to describe 
both how the patient responded at the time 
and also to relate the experience of child- 
hood to the psychiatric illness of adult life. 
Neither author utilises this concept, how- 
ever. Instead both use concepts such as “dis- 
appointment” and “disillusionment” which 
appear to have a different significance. 

Several other analysts, whilst in greater 
or less degree alive to the pathogenic role 
of such experiences in childhood, also do 
not identify the child’s response to loss with 
mourning. One is Fairbairn(19). A second 
is Stengel who, in his studies of compulsive 
wandering(58, 59, 60), draws special at- 
tention to the urge to recover the lost ob- 
ject. A third is the present writer in his 
earlier work(6, 7). Others are Anna Freud 
(20) and Rene Spitz(57), both of whom, 
by disputing the notion that infants and 
young children mourn, have ruled out as 
a possibility the hypothesis that neurotic 
and psychotic character developments are 
sometimes the result of mourning in child- 
hood having taken a pathological course. 

A main reason why the child’s response 
to loss is so often not identified with mourn- 
ing appears to be a tradition that confines 
the concept “mourning” to processes that 
have a healthy outcome. Although this 
usage, like any other, is legitimate, it has 
one grave disadvantage: logically it be- 
comes impossible to discuss, as such, any 
variants of mourning that may seem patho- 
logical. The consequent difficulties are il- 
lustrated by Helene Deutsch already quoted 
(16). In her discussion there is firm recog- 
nition both of the central place of child- 
hood loss in the production of symptoms 
and character deviations and also of a 
defence mechanism which, following loss, 
may lead to an absence of affect. Neverthe- 
less, although she relates this mechanism to 
mourning, it is represented more as an al- 
ternative to than as a pathological variant 
of mourning. Whilst at first sight this dis- 
tinction may appear one merely of terminol- 


ogy, it is of more significance. For to regard 
the defensive process following childhood 
loss as an alternative to mourning is to miss 
both that defensive processes of similar 
kinds but of lesser degree and later onset 
enter also into healthy mourning, and also 
that what is pathological is not so much 
the defensive processes themselves as their 
intensity and the prematurity of their onset. 

Similarly, although Freud was on the one 
hand deeply interested in the pathogenic 
role of mourning and on the other, especial- 
ly in his later years, was also aware of the 
pathogenic role of childhood loss, he seems 
nonetheless never to have put his finger on 
childhood mourning and its disposition to 
take a pathological course as concepts which 
link these 2 sets of ideas together. This is 
well illustrated in his discussion of the 
splitting of the ego in the defensive process, 
to which he was giving special attention at 
the end of his life(23). 

In one of his papers(22), Freud describes 
2 patients in whom an ego split had fol- 
lowed loss of father. 


In the analysis of two young men, I learnt that 
each of them—one in his second and the other 
in his tenth year—had refused to acknowledge 
the death of his father . . . and yet neither of 
them had developed a psychosis. A very im- 
portant piece of reality had thus been denied 
by the ego . . . [But] it was only one current of 
their mental processes that had not acknowl- 
edged the father’s death ; there was another 
that was fully aware of the fact ; the one which 
was consistent with reality [namely that the 
father was dead] stood alongside the one 
which accorded with a wish [that the father 
should still be living] (22). 


In this and related papers, however, Freud 
does not relate his discovery of such splits 
in the ego to the pathology of mourning in 
general nor to childhood mourning in par- 
ticular. He did recognise them, neverthe- 
less, as the not uncommon sequelae of be- 
reavements in early life. “I suspect,” he re- 
marks when discussing his findings, “that 
similar occurrences are by no means rare 
in childhood.” Recent statistical studies, we 
shall see, show that his suspicion was well- 
founded. 

Thus a reading of the literature shows 
that, despite attributing much pathogenic 
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significance to loss of a parent and to loss 
of love, in the main tradition of psycho- 
analytic theorising the origin of pathological 
mourning and of the consequent psychiatric 
illness in the adult is not connected with 
the disposition for processes of mourning to 
take a pathological course when they occur 
following a loss in infancy and early child- 
hood. 

I believe it to have been a major contri- 
bution of Melanie Klein(39, 40) to have 
made this connection. Infants and young 
children mourn and go through phases of 
depression, she maintains, and their modes 
of responding at such times are determi- 
nants of the way that in later life they will 
respond to further loss. Certain methods 
of defence, she believes, are to be under- 
stood as “directed against the ‘pining’ for 
the lost object.” In these respects my ap- 
proach is identical with hers. Differences 
arise, however, over the particular experi- 
ences that are thought to be of importance, 
the age at which they are thought to occur, 
and the nature and origin of anxiety and 
aggression. 

The experiences of loss which Melanie 
Klein has suggested are pathogenic, all be- 
long to the first year of life and are mostly 
connected with feeding and weaning. Ag- 
gression is regarded as an expression of the 
death instinct, and anxiety the result of its 
projection. None of this I find convincing. 
In the first place the evidence she advances 
regarding the overwhelming importance of 
the first year and of weaning is, on scrutiny, 
far from impressive(11). In the second, her 
hypotheses regarding aggression and anx- 
iety are not easy to fit into a framework 
of biological theory(10). It is, I believe, 
because so many find the elaborations with 
which Melanie Klein has surrounded the 
hypothesis regarding the role of childhood 
mourning unplausible that the hypothesis 
itself remains neglected. This is a pity. 

My position therefore is that, although 
I do not regard the details of Melanie 
Klein’s theory of the depressive position as 
a satisfactory way of explaining why in- 
dividuals develop in such diverse ways that 
some respond to later loss with healthy 
mourning whilst others do so with one or 
another form of pathological mourning, I 
nonetheless hold her theory to contain the 


seeds of a very productive way of ordering 
the data. The alternative elaborations which 
I believe the evidence favours are that the 
most significant object that can be lost is 
not the breast but the mother herself (and 
sometimes the father), that the vulnerable 
period is not confined to the first year but 
extends over a number of years of childhood 
(as Freud, 24, held), and that loss of a 
parent gives rise not only to primary separa- 
tion anxiety and grief but to processes of 
mourning in which aggression, the function 
of which is to achieve reunion, plays a 
major part. Whilst sticking closely to the 
data, this formulation has the additional 
merit of fitting readily into biological theory. 

Substantial though the differences are be- 
tween Melanie Klein’s standpoint and mine, 
the area of agreement is also substantial. 
Both hold as a main hypothesis that pro- 
cesses of mourning occurring in these early 
years are more apt than when they occur 
later in life to take a pathological course 
and so to leave the individual thencefor- 
ward more prone than others to respond to 
further loss in a similar way. The version 
of this theory that I am now advancing 
appears to be consistent with much of the 
clinical material published in the literature 
and already referred to. This includes 
Freud’s cases of splits in the ego, Stengel’s 
cases of compulsive wandering, the depres- 
sive patients described by Abraham, Geri 
and Edith Jacobson, and the patients with 
character defects described by Helene 
Deutsch, Melanie Klein, Fairbairn and the 
present writer. It is also consistent with the 
numerous studies which have appeared in 
the past 2 decades which show that the 
incidence of childhood loss in the lives of 
patients suffering from psychiatric illness 
and character defect is significantly higher 
than in a random sample of the population. 


INCIDENCE OF CHILDHOOD LOSS IN 
PSYCHIATRIC PATIENTS AND DELINQUENTS 


In a valuable critique of a dozen sta- 
tistical papers on this topic available to 
him at the time of writing in 1958, Gregory 
remarks that “various selective factors, smal] 
samples, and lack of standardization in the 
recording of data render relatively few com- 
parisons justifiable either with each other” 
or with data from controls. He points out 
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the many pitfalls in making such studies, 
some of which may exaggerate differences 
between psychiatric patients and controls 
but some of which mask them. Some of the 
reported data he re-works. After this careful 
and disinterested examination his conclu- 
sions carry weight. The incidence of loss of 
one or other parent in childhood, he holds, 
is almost certainly higher in the case of 
psychiatric patients than it is in the general 
population. 

In considering and comparing the results 
of the various studies it must be borne in 
mind that each is concerned not only with 
a different kind of patient but often with a 
different kind of loss and with losses oc- 
curring at different times in the patient’s 
life. This makes for confusion. A special 
problem arises in connection with age at 
loss, both because it is so central to our 
thesis and also because so many different 
age criteria have been employed. Some au- 
thors take a specified age in the late "teens 
or even early twenties and count the losses 
that occurred at any time before it : others 
count losses occurring before a specified 
age somewhere in the early ‘teens. There 
are a few, however, who divide the years 
of childhood into a number of age periods, 
and give the incidence of loss for each 
separately ; for example, for the first 5 years 
of life, for the second 5 years, and so on. 

Scrutiny of these data makes it clear that 
only the last type of study is satisfactory, 
because differences of incidence between 
patients and controls which are clearcut and 
significant during one 5-year period can 


TABLE 1 


be largely or completely hidden when losses 
occurring during 2 or more such periods 
are summated. It is this undifferentiated 
way of presenting data that almost certainly 
accounts for some of the negative findings 
reported(e.g., 35). 

Another cause of real difference being 
masked is the elimination of cases on the 
score of the inadequacy of data regarding 
childhood history, since, as Gregory points 
out, the incidence of early loss in such cases 
is likely to be raised. 

For presentation in this lecture I have 
selected 4 studies which appear to have 
been carefully executed and to give rea- 
sonably trustworthy results (see Tables 1, 
2 and 3). One of them is concerned with 
psychiatric inpatients, two with psychiatric 
outpatients, and one with persistent de- 
linquents. In the first 3 studies the indices 
of loss are the loss of mother and father 
separately and by death only ; in the fourth, 
the delinquents, the index used is loss of 
either or both parents and for any of a 
number of reasons, e.g., death, desertion, 
separation, divorce. 

Barry was one of the first to be interested 
in this field and has published a number of 
studies. That of 1949(4) compares a sample 
of nearly 1,700 patients who were aged 
40 years and under when admitted to a 
U. S. mental hospital with a control series 
of subjects derived from life insurance 
tables ; 60% of the patient group were diag- 
nosed as dementia praecox. Figure 1 shows 
the incidence for the 2 groups of loss of 
mother through death by the age of the 


Incidence of Death of Mother by Age of Patient at Time of Loss 


(From Barry 1949, Barry and Lindemann 1960, and Brown 1961) 


Study by Patients Controls Difference P 
% % % 
0-4 Barry 3.80 1.94 1,86+0.45 01 
Barry and Lindemann 4.12 1.18 2.94+0.63 01 
Brown 7.30 2.16 5.14+-1.82 01 


Barry and Lindemann 


4.57 
2.43 
6.83 


2.49+0.51 d 
0.46+1.84 NS 
5.28+1.76 


rry 
Barry and Lindemann 


3.26 
2.11 
6.34 


0.76+0.43 
0.24 NS 
4.30+1.70 


4 

Age at Loss Incidence of Loss map 
5-9 Barry 2.08 
1.97 
Brown 1.55 
10-14 25 
2.35 
Brown 2.04 
if 
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TABLE 2 
Incidence of Death of Father by Age of Patient at Time of Loss 
(From Barry 1949, Barry and Lindemann 1960, and Brown 1961) 


Incidence of Loss 
Study by Patients Controls Difference 


% 
3.32 0.80+0.43 
2.32 ‘ 0.74£0.49 
6.95 


4.04 
2.55 
8.45 


4.99 
3.80 
12.40 


TABLE Ii! 
Incidence of First Loss of One or Both Parents (all Causes) by Age of Subject at Time of Loss 
(From Glueck and Glueck 1950) 


Age at Loss Incidence of Loss 
Years Delinquent Non-Delinquent Difference 


5-9 6.5+2.16 


% % 

0.4 18.0+2.67 
17 

10-14 9 2.0+1.64 


patient at the time of loss. It will be seen in both cases the difference is statistically 
that the incidence among patients both in significant (P<.01). In the age period 10- 
the first 5 years of life and in the second 14, incidence for the patients remains raised 
5 years is about double that of the controls; _ but is no longer significant. 
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Figure 2 shows the incidence for the 2 
groups of loss of father by death. Here 
again the incidence for the patient group 
is higher than for the controls, but this 
time it is less evident. Only in the 5-9 year 
age-period does the difference reach sta- 
tistical significance (P<.05). 

Last year Barry published another rather 
similar study(5). This time he investigated 
a group of nearly 1000 outpatients with 
diagnosis either psychoneurosis or psycho- 
somatic illness. For this group the differ- 
ences in parental death rates are much less 
marked than for the inpatients. Neverthe- 
less Figure 3 shows that loss of mother in 


the first 5 years remains significantly raised 
(P<.01). Incidence of loss of mother at 
older ages, however, and loss of father 
during each of the age periods (Figure 4) 
are not very different in the patient group 
than in the controls. 

Very recently an English psychiatrist, 
Felix Brown, whose theoretical position re- 
garding the significance of childhood loss is 
similar to my own, presented figures in 
which incidence of parental loss in a group 
of over 200 depressive patients was com- 
pared with that of the general population 
as derived from the census of 1921(13). 
Figure 5 gives his findings for loss of mother 
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by death. The high incidence of loss during 
all 3 age periods is striking and significant 
(P<.01 for the younger age groups and 
<.02 for the 10-14 age group). Incidence 
of loss of father by death (Figure 6) is 
also high during each age period, though, 
because of the war of 1914-18, during the 
youngest age period it is high also for the 
controls each delinquent was paired with a 
periods incidence of loss for the depressives 
is above that for the controls to a significant 
degree (P<.01). , 

The fourth study which I have selected 
concerns not psychiatric patients but 500 
persistently delinquent boys in their early 
‘teens. This is perhaps the best of the many 
studies carried out by the Gluecks(27). For 
controls each delinquent was paired with a 
non-delinquent boy matched for age, intel- 
ligence, national origin and_ residence 
(mostly in poor neighbourhoods). In this 
study the criteria of parental loss are ex- 
tensive and include loss not only by death 
but by divorce, separation, desertion and 
prolonged absence due to illness or im- 
prisonment. Since no breakdown is given as 
to which parent was lost, Figure 7 shows 


Fig #7 


o-4 10-14 
AGE AT LoSS (YEARS) 


the incidence of loss of either or both. Here, 
we are again struck by the raised incidence 
of loss during the first 5 years of the de- 
linquents’ lives. In fact in each of the two 
younger age periods the incidence of loss 
for the delinquents is significantly higher 
than for the controls (P<.01). 

Apart from one British study of psychi- 
atric outpatients published by Norton(44), 


INCIDENCE OF FIRST 
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where virtually no significant difference in 
incidence of loss is found, the other studies 
available(e.g., 45, 61, 62, 41) all tell the 
same story. What is so striking is the con- 
sistency with which a raised incidence of 
loss is reported for the first 5 years of life. 
It is a finding that strongly supports the 
view that it is these early years that are 
the most critical. 

Which, if any, of these years show a 
specially high incidence of parent loss, how- 
ever, is more difficult to discern because 
most investigators do no more than group 
their cases into losses occurring within the 
whole of a 5-year period. Only 2 reports, 
both by Barry, give figures for each year 
separately. In one, that on inpatients, the 
incidence of loss of mother by death re- 
mains above the actuarial expectations for 
each year until about the eighth, after 
which it drops to the expected level. In the 
other, on outpatients, the incidence tends 
to be raised during each of the first 3 years 
only. These findings, it will be seen, do 
nothing to support the view held by some 
analysts that the first year of life is more 
critical than those that follow. 

When we come to evaluate the figures for 
loss of mother and father respectively we 
find that incidence of loss of mother in the 
patient groups is more consistently above 
the expected rate than is incidence of loss 
of father (Tables 1 & 2). This is shown 
dramatically when we consider the age 
period 0-4 years. In each of the 3 studies 
I have presented, the incidence of loss of 
mother by death in the first 5 years is raised 
in significant degree (in each case P<.01). 
In none of them is the incidence of loss of 
father by death raised significantly. This 
strongly supports the view that in regard to 
the early years it is loss of mother that 
tells. 

As regards later years, 2 studies (the 
first of Barry’s and the one by Brown) 
show a raised incidence of loss by death 
both of mother and of father in the age 
period 5-9. Brown’s study, but neither of 
the other 2, shows a similar finding for the 
10-14 year age period. These findings sug- 
gest that during the long period from 5 to 
14 years, which covers latency and early 
adolescence, loss of father by death is of 
about equal importance to loss of mother 
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by death as an antecedent of psychiatric 
illness. 

Of the various psychiatric syndromes 
which, it has been suggested are associated 
with parental loss in the early years, Greg- 
ory concludes that the evidence is most 
substantial in the case of personalities prone 
to delinquent and psychopathic behaviour. 
I believe this conclusion well-founded.® 
Evidence in regard to patients with de- 
pressive symptoms, however, especially 
those who are actively suicidal is strong 
also. In addition to the findings of Brown 
(which were not available to Gregory), 
there have been a number of reports link- 
ing early loss of a parent, both by death 
and other causes, with suicide or attempted 
suicide. Among the first to make this con- 
nection was Zilboorg(64) ; and there is a 
recent statistical study by Walton(63). Al- 
though Walton’s figures go some way to 
support Zilboorg’s hypothesis, unfortunate- 
ly the form in which he presents them is 
such that they cannot be compared with 
those already given. 

In considering the relevance of the sta- 
tistical data to my argument certain doubts 
are likely to be in your minds. In the first 
place, it will be remarked, we must beware 
of the fallacy post hoc ergo propter hoc. In 
the second, even if we are right in claiming 
a causal relationship between early loss and 
subsequent illness, it does not follow that it 
is always mediated by means of the patho- 
logical processes that have been described 
earlier. There are, indeed, two other sorts 
of process which almost certainly give rise 
to pathology in some cases. One is the 
process of identification with parents, which 
is an integral part of healthy development 
but which often leads to difficulties after 
one of them has died.’° The other sort are 


9A recent study by Earle & Earle(17) shows 
that in a sample of 1423 psychiatric patients under 
the age of 60, examined by the authors in outpa- 
tient clinics, mental hospitals and general hospitals, 
100 (7%) had suffered severe maternal deprivation 
before the age of 6 years, due either to death of 
mother(48) or to separations lasting 6 months or 
longer(52). Amongst the deprived the incidence 
of sociopathic personality was 27%; amongst the 
remainder 2.9% (P<.01). 

10 Psychiatric disturbance in which identification 
with a lost parent plays a significant part has for 
long been a subject of study by analysts. It is 
particularly clear in anniversary reactions(32). 


evoked by the surviving parent, widow or 
widower, whose attitude towards the child 
may change and become pathogenic. 

There is another difficulty that the hypo- 
thesis must meet. Even if it is true that 
there is a raised incidence of death of par- 
ents in the childhood histories of individuals 
prone later to develop certain types of per- 
sonality and certain forms of illness, its ab- 
solute incidence is nevertheless low. How, 
it will be asked, are the other cases to be 
accounted for ? There is more than one pos- 
sible explanation. 

In the first place, in order to base my 
argument on firm evidence, I have deliber- 
ately restricted most of the discussion of 
statistical data to the incidence of parental 
death. When other causes of parental loss in 
the early years are included, as they are in 
the Glueck’s study, the percentage of cases 
affected is greatly increased. Furthermore, 
for many of the cases in which there has 
been no episode of actual separation in 
space of child from parent, there is often 
evidence that there has nonetheless been 
separation of another and more or less 
serious kind. Rejection, loss of love (per- 
haps on advent of a new baby or on account 
of mother’s depression), alienation from 
one parent by the other, and similar situ- 
ations, all have as a common factor loss by 
the child of a parent to love and to attach 
himself to. If the concept of loss of object 
is extended to cover loss of love these cases 
no longer constitute exceptions. 

It seems unlikely, however, that such an 
extension would cover all cases falling with- 
in the psychiatric syndromes concerned. If 
this proves to be so some other explanation 
for those not accounted for by the present 
hypothesis needs to be sought. Perhaps on 
closer examination the clinical picture of 
such cases will prove to be different in 
material degree from those that are ac- 
counted for. Alternatively, the clinical con- 
ditions may prove to be essentially similar 
but the pathological processes in cases not 
accounted for to have been initiated by 
events of a different kind. Until these and 
other possibilities have been explored 
problems will remain. Since, however, there 
is rarely a simple relationship between syn- 
drome, pathological process and patho- 
genic experience, the problems are no 
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different from those which occur constantly 
in other fields of medical research. 


CoNCLUSION 


It is probably true that by far the most 
research in the field of psychiatry today 
still starts with an end-product, a sick pa- 
tient, and seeks to unravel the sequence of 
events, psychological and physiological, that 
appear to have led to his becoming sick. 
This results in many suggestive hypotheses 
but, like any single method of enquiry, has 
its limitations. One of the hallmarks of an 
advancing science is exploitation of as many 
methods as can be devised. When in physio- 
logical medicine research was expanded to 
include the systematic investigation of one 
or another probable pathogen and its effects, 
a great harvest of knowledge was garnered. 
Adolf Meyer, we know, looked forward to 
the day when the same would be possible 
in psychiatry. “When we know better what 
to look out for,” he wrote in 1903, “we may 
undertake studies of developing abnormal- 
ities which are not insanity yet, and follow 
them out so as to accumulate material of 
actual observation on which to build a solid 

Because of its practical and scientific im- 
plications, the study of responses to loss of 
mother figure in the early years might have 
appealed to Adolf Meyer. On the practical 
side he might have been attracted by the 
vision of our becoming able to develop 
measures to prevent at least some forms of 
mental ill-health. On the scientific side he 
would, no doubt, have valued the oppor- 
tunities that stem from the identification of 
an experience of childhood that is probably 
pathogenic, can be clearly defined, and the 
effects of which on the developing person- 
ality can be systematically studied by direct 
cbservation. 

There are, of course, many other experi- 
ences of childhood besides loss that there 
is good reason to believe also contribute to 
the development of disturbed personality 
and psychiatric illness. Examples are the 
child’s experience of one or another of the 
various sorts of parental attitude that have 
long been the subject of concern and thera- 
peutic endeavour in child psychiatric clinics. 
For each the research task is, first, to define 
the experience, secondly, to locate a sample 


of cases in which it is occurring so that its 
effects on psychological development may 
be studied, and, finally, to relate the 

esses that are found to be set in train by 
it to processes present in patients with de- 
clared illness. The consequences of such an 
expansion of research are far reaching. It is 
my hope that the illustration of its adoption 
that has been given will encourage others 
to try the same route. 


The author is much indebted to James 
Robertson for the observations on which he has 
drawn and to him, Robert Hinde, and Anthony 
Ambrose for @’scussions in which ideas were 
clarified. The -aquiry was undertaken as part 
of the work oi the Tavistock Child 

ment Research Unit, which is supported by’ 
the National Health Service and by grants 
from the Foundations Fund for Research in 
Psychiatry and the Ford Foundation, to which 
our thanks are due. 
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A PRELIMINARY REPORT ON THE CONTINUED POST-HOSPITAL 
USE OF TRANQUILIZING DRUGS * 


ROBERT J. WOLFF, Pu.D., anv DORIS M. COLACINO, R.N.? 


For a number of years the ataractic drugs 
have played an important role not only in 
the treatment of the mental illnesses, but 
also in helping patients to maintain them- 
selves after hospitalization(1, 2). The Min- 
nesota Follow-up Study, a demonstration 
project sponsored by the National Institute 
of Mental Health and administered by the 
State Department of Public Welfare, was 
designed to investigate the personal and 
societal factors that effect the post-hospital 
adjustment of patients. In addition to infor- 
mation collected during hospitalization, fol- 
low-up data were collected on all patients 
at regular intervals after discharge by 
means of an interview with the patient, an 
interview with a relative or “significant 
other,” and ratings made by the interviewer. 
In addition to information giving a measure 
of the “success” the patient has in maintain- 
ing himself in the community, a number of 
questions were asked to determine the use 
of tranquilizing medication during the post- 
hospital period. This paper is a preliminary 
report on some of the findings, covering the 
first 6 months after discharge of a sample of 
almost 150 patients. 

The sample consisted of all patients re- 
leased from one of the Minnesota state hos- 
pitals (Moose Lake State Hospital) return- 
ing to reside in St. Louis County. About half 
the population of St. Louis County, in 
northern Minnesota, lives in Duluth, the 
other half lives in smaller towns and rural 
areas. Medical facilities in St. Louis County, 
and especially in the city of Duluth, are 
probably a little better than average for a 
city of 100,000. 

One of the purposes of the Minnesota 
Follow-up Study was to mobilize available 
resources in the County. Individuals and 
agencies in the County have been extreme- 


1 The Minnesota Follow-up Study, of which 
this investigation was a part, is administered by the 
Minnesota Department of Public Welfare, and sup- 
ported by a grant (OM-29(C2)) of the National 
Institute of Mental Health. 

2120 N. 4th Ave. W., Duluth 2, Minn. 


ly helpful in providing assistance where 
needed : it can be said that for the majority 
of patients in the sample, it would have 
been possible to contact either a general 
physician or a psychiatrist, and it seems 
highly unlikely that anyone would have 
gone without medication because they could 
not afford to do so ; public and other assist- 
ance was available for all patients in the 
sample. 

The return rate for this saraple was high : 
approximately 25% of patients returned to 
the hospital within 6 months. The informa- 
tion from the follow-up interviews con- 
cerns, therefore, only those who managed 
to maintain themselves at least 6 months. 
There are indications in this study that 2 
important factors contributed to early re- 
hospitalization. One was the “well-being” 
of the patient himself, how well he was 
functioning in the community, how well he 
came up to expectations in the community, 
etc. The other factor was the “tolerance of 
deviance” of relatives and significant others : 
the more tolerant the relatives were of de- 
viant behavior in general, and the behavior 
of the patient in particular, the less chance 
he had to be rehospitalized. Probably as a 
result of the importance of this second factor 
it was also found that patients who after 
their release lived in a foster or boarding 
home, with unrelated others, were rehos- 
pitalized significantly less frequently than 
those who lived with their spouse, parents, 
or relatives, Other factors, such as age, I.Q., 
psychiatric diagnosis, clinical prognosis 
made in the hospital, and certain psycho- 
logical factors were shown to have a very 
tentative effect on subsequent rehospitaliza- 
tion. 

The Minnesota Follow-up Study staff was 
active with approximately half of the sam- 
ple in an intensive casework relationship. 
Considerable efforts were made, for in- 
stance, with this “experimental” group to 
get them to see their doctors. Although the 
staff members would not, of course, actually 
urge the patient to continue to take his 
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medication, or take it more regularly, never- 
theless the patient would be urged to follow 
his doctor’s prescriptions as closely as pos- 
sible. In the majority of cases, too, the staff 
members would be in close contact with the 
physician, so that he had significantly more 
information on patients in the experimental 
group than on patients in the “control” 
group. 

Evidence collected suggests that the ac- 
tivities of the staff with the experimental 
group, including not only the work with the 
physician but with a great variety of agen- 
cies in the community, was “successful” in 
that the return rate for this group was sig- 
nificantly reduced, compared to the control 
group. At the same time it seems that, al- 
though the staff members were moderately 
successful in preventing rehospitalization in 
a number of cases, no significant improve- 
ment could be obtained in the “well-being” 
of patients in the experimental group. This 
does not mean, however, that generally the 
group interviewed 6 months after discharge 
(the third interview) was not doing better 
than the group interviewed immediately 
upon discharge: at the time of the third 


interview 2 significant selection had already 
taken place so that on an average the pa- 
tients who were able to maintain themselves 
in the community at least 6 months were 


doing slightly better than the average of all 


patients interviewed immediately upon dis- 
charge. 


Almost 75% of all patients interviewed im- 
mediately upon discharge report that the 
State hospital had prescribed tranquilizing 
drugs for the post-hospital period. A com- 
plete breakdown of medication and dosage 
is not available as yet, but from preliminary 
analysis it appears that the majority of dis- 
charged patients continue on chlorproma- 
zine, on dosages of from 100 to 400 mgm. 
(4). The great majority of interviewees re- 
ported that they were taking the medicine : 
and the great majority reported that they 
were taking it regularly (Table 1). 

As time goes on, and as the sample is re- 
duced by the rehospitalization of those who 
cannot maintain themselves in the commun- 
ity, the percentage of patients reporting that 
someone is prescribing tranquilizing drugs 
for them is increasing, although the per- 
centage reporting that they are actually tak- 
ing the medicine and taking it regularly is 
decreasing ! It seems unlikely that the sig- 
nificant and progressive reduction of the 
percentage who do take tranquilizing medi- 
cine regularly is a result of a significant in- 
crease in their “well-being.” From other 
measures it appears that the increase in 
“well-being” is slight, so that the consider- 


TABLE 1 


Percentage of Discharged Patients who Indicate They Continue on a Tranquilizing Drug Regime, Immediately 
After Discharge and 6 Months after Discharge 


IMMEDIATELY SIX MONTHS 


Patients report that tran- 
quilizing drug is prescribed : 


Patients report they are 
taking their medication : 


Patients report they are 
taking medication “regularly” : 


74.4% 
(N = 145) 


826% * 1 
(N = 109) 


83.6% 
(N = 122) 


65.8% 
(N = 73) 


92.0% 
(N = 115) 


82.9% * 
(N = 63) 


1 The attrition in the size of the sample interviewed 6 months after discharge is caused by rehospitalization of some patients, as 


well as by patients moving away from the area. 
2 Not included are a number of patients who did not respond. 


* difference significant at .05. 
*** difference significant at .001 or better. 
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able decrease in the proportion of people the post-hospital period, and though ap- 
continuing to take their medication must parently many community physicians also 
probably be attributed to other factors prescribe such treatment for discharged pa- 
(Table 2). tients, the results, from this study at least, do 


TABLE 2 
The “Total Well-Being Score”* 6 Months After Discharge 


Patients continuing to take tranquilizing medicine 


regularly, at least 3 times a day : 3.62 (N = 29) 
Patients continuing to take tranquilizing medicine, 

but irregularly, or infrequently : 3.59 (N = 42) 
Patients not continuing on tranquilizing medication : 3.85 (N — 37) NS 


*The “Total Well-being Score’ is a compound rating, based on 5 scales, each giving an evaluatio. of a patient's functioning 
in a particular area of behavior (non-instrumental performance, instrumental performance, fulfillment of role expectations, func- 
tion impairment, subjective well-being). Low score signifies “better” adjustment, more normal behavior. 


Hospital records for the past several years not show the effectiveness of such medica- 
show that with the introduction of the atar- tion after discharge. There is no significant 
actic drugs there was a significant increase difference between patients who do and 
in the discharge rate. Tranquilizing medi- those who do not continue on tranquilizers, 
cine administered in the hospital has made either in terms of their rehospitalization or 
patients more manageable, made it possible of their observable behavior (“adjust- 
to discharge more patients and to discharge ment”). A tentative conclusion, based on 
them earlier. Even though there is obviously information obtained in this study, may be 
a tendency on the part of the hospital phy- that tranquilizers “help” the patient in the 
sician to prescribe tranquilizing drugs for hospital, speed his discharge, but that after 


TABLE 3 
Patient's Report of Method of Obtaining Their (Tranquilizing) Medication 


IMMEDIATELY 
AFTER DISCHARGE 


“Who prescribes for you?” : 

Moose Lake State Hospital : 49.2% 17.3% *** 
(N = 60) (N = 13) 
32.8% 61.3% *** 
(N = 40) (N = 46) 


local psychiatrist or psych. clinic 9.0% 14.6% ** 
(N= 11) (N= 11)1 


local psychiatrist, Experimental group : 17.1% 

(N = 6) 
12.5% 
(N= 5) 
local physician, Experimental group : 57.1% 

(N = 20) 
65.0% 
(N = 26) NS 


1 Percentages do not add up to 100, because omitted were responses of patients who did not know who prescribed for them. 
** difference significant at .01. 
*** difference significant at .001 or better. 


local physician or clinic : 


Control group : 


Control group : 


: 
* 
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discharge psychological and societal re- 
habilitation apparently play a greater role 
than drugs in furthering his recovery(3). 

It is interesting to note that where within 
the first month of discharge (first interview ) 
almost half of the patients indicate that they 
receive their tranquilizing medicine on a 
prescription given by the hospital, even 
after 6 months there is still a significant 
number (17%) who report that they receive 
their medication from a hospital prescrip- 
tion (Table 3). 

It must be remembered that this informa- 
tion is obtained from the responses of the 
patients, and that there is always an element 
of unreliability in this information. How- 
ever, the follow-up interviews were de- 
signed to provide a maximum reliability by 
eliminating as much as possible ambiguous 
or anxiety-provoking questions. There is no 
reason to assume that the 17% of the sample 
who responded that even after 6 months 
they received their medication on a hospital 
prescription spoke untruthfully. The staff 
was well aware that there are pharmacists 
who will continue to refill prescriptions writ- 
ten a long time ago. There is a change also 
in the proportion of patients who report that 
they receive prescriptions from physicians in 
the community (immediately upon dis- 
charge, 1/3 of all patients interviewed, of 
those interviewed 6 months after discharge, 
almost 3/4 so reported). It is interesting to 
note also that patients in the “experimental” 
group showed a higher percentage receiving 
a prescription from a psychiatrist or a psy- 
chiatric clinic ; a somewhat larger percent- 
age of the “control” group reports that they 
receive their prescriptions from general phy- 
sicians. 

Among those who report that they are no 
longer taking the medication prescribed by 
the hospital, an ever increasing proportion 
reports that this is because there is “no 
need” (Table 4). This may mean either that 


TABLE 4 
Percentage of Patients no Longer on Tranquilizing Drugs who Indicate There is “No Need” 


a physician has so advised or that they 
have themselves so determined. The latter 
seems more likely as only about 50% indi- 
cate that they have seen a physician in the 
recent past. Corroborating evidence can be 
found in the increasing percentage of pa- 
tients who report that they do take tran- 
quilizing medicine, but not “regularly.” 
These include those who take medicine “oc- 
casionally,” “for a day at a time,” “when 
needed,” “when I remember to,” etc. This 
suggests that patients who do continue to 
use tranquilizing medicines after their dis- 
charge from the hospital do so less and less 
regularly as time goes on, that more of them 
feel they can be the judge as to when and 
how often they should take their medicine. 

The information collected suggests that 
patients in the experimental group, who re- 
ceived considerably more follow-up care, 
tend to rely on their own judgments less, 
and to follow the advice of their physicians 
more (Table 5). It should be stressed again 
that the follow-up care provided for these 
patients was mostly in terms of “keeping in 
touch with” them. The professional workers 
(social workers, a psychiatrically oriented 
public health nurse, and a psychologist) 
made a point of seeing patients on a regular 
basis and directing them to individuals and 
agencies in the community who were able 
to provide the needed services. 


SUMMARY 


A sample of patients discharged from a 
state hospital was interviewed at regular 
intervals; this preliminary report includes 
information obtained at the 6 months’ fol- 
low-up. In addition to an evaluation of ob- 
served, objective well-being (“adjustment”), 
information was obtained from the patients 
concerning their continued use of tranquiliz- 
ing medicine. 

1. A very large percentage of patients are 
discharged with the recommendation that 


IMMEDIATELY 
UPON DISCHARGE 


“If you are no longer taking medicine, why not?” : 
“No need” : 


38.5% 53.7% NS 
(N = 10) 


DISCHAR 
AFTER DISCHARGE 
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TABLE 5 
Percentage of Patients who Continue to Take Tranquilizing Medicine “regularly” in the “Experimental” and 
“Control” Groups 


Continue “regularly” : 


Experimental group : 
Control group : 


Both groups combined : 


88.6% 
78.0% NS 


82.9% 
(N = 115) 


they continue on a regime of tranquilizing 
medication. 

2. As time goes on, the percentage of pa- 
tients who follow this advice decreases sig- 
nificantly, and even those who report that 
they continue to use the tranquilizing drugs 
become less “regular” in their medical re- 


gime. 

3. In this study no conclusive evidence 
could be found that patients remaining on a 
tranquilizing drug did any “better” than 
those who did not: there is no significant 
difference in the rehospitalization rate, nor 
is there a significant difference in their ob- 
servable functioning in the community. 
Therefore where the tranquilizing drugs 
have shown their effectiveness in the hos- 
pital, for the post-hospital period other 
means than purely medical treatment seem 
more effective in promoting recovery. 

4. Many patients seek the advice of a 
physician in the community, under whose 
care they continue their tranquilizing drug 
regime. Nevertheless, even after 6 months, 
there is a significant number who apparently 


can get their original prescriptions refilled 
for a long time without the supervision of a 
local physician. 

5. The study was able to show that with 
relatively little effort on the part of a few 
professional workers with discharged pa- 
tients, a closer cooperation with local in- 
dividuals and agencies (physicians, psy- 
chiatrists, clinic, etc.) can be obtained, 
showing as a result a higher percentage of 
patients who continued to take prescribed 
drugs as well as a higher percentage who 
take them “regularly.” 
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EXPERIENCE WITH PROMAZINE 
N. H. RATHOD, M.B., B.S., D.P.M.* 


It may be said with some justification that 
the phenothiazine group of drugs plays an 
important part in the treatment of psy- 
chiatric disorders, this being specially so in 
psychiatric hospitals where chronically dis- 
turbed patients are treated. Promazine or 
Sparine is one of such phenothiazine deriv- 
atives. Its range and degree of effective- 
ness are still under discussion and opinions 
vary. 
Pharmacology of promazine is only mea- 
gerly known, but its activity appears to be 
similar in range and location to chlorproma- 
zine though weaker(15). Animal experi- 
ments suggest that neuronal activity is in- 
verse to local A.T.P. concentration. Like 
chlorpromazine, but to a lesser degree, pro- 
mazine increased A.T.P. concentration in 
thalamic and hypothalamic areas of cats, 
thus suggesting that it decreases neuronal 
activity in these areas(12). Also like chlor- 
promazine it subdues excited animals but 
unlike it, it does not cause sedation(4). Re- 
peated clinical reports about its usefulness 
in states of excitement, and tension in pa- 
tients and lack of drowsiness during its ad- 
ministration lend support to these experi- 
mental findings. Its ability to reduce anxiety 
and psychomotor activity is attributed to its 
inhibitory action on subcortical levels. It is 
also suggested that the drug blocks reflex 
patterns originating in the reticular forma- 
tion. It raises the pain threshold blocks 
alerting reaction to pain in rabbits, and also 
causes emotional detachment to pain. This 
may account for the beneficial effects of the 
drug in organic pain syndromes(17). 

Results of promazine therapy in psychi- 
atric practice vary a good deal. However, 
literature suggests that the drug can be used 
effectively in various disorders where chlor- 
promazine is indicated. Studies of its appli- 
cation in the treatment of neuroses are 
scarce and are so far not encouraging(25). 
Given intravenously it is said to be very 
effective in the treatment of withdrawal 
symptoms of alcoholic intoxication. 


1 Senior Hospital Medical Offices, Warlingham 
Park Hospital, Warlingham, Surrey, England. 
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Toxic Effects : With experience growing, 
undesirable side effects of the drug are com- 
ing to light. Transient orthostatic hypoten- 
sion, dizziness, generalized tremors are not 
uncommon, and occasional G.I. tract irrita- 
tion, dermatitis and hyperpyrexia have been 
observed. 

Vascular collapse terminating into death 
though rare has been observed (Sainz) and 
on the basis of experience with nearly 2,500 
patients, Shea, et al., think it inadvisable to 
administer the drug to patients with im- 
pending vascular collapse. We have seen 
an aged man with arteriosclerosis and hyper- 
tensive heart disease go into an irreversible 
cardiovascular collapse and die while re- 
ceiving promazine in 300-400 mg. a day 
orally. Peripheral arterial thrombosis has 
been reported in two patients following 
I.V. administration of the drug(20). 

Toxic confusional state has been known 
to occur( 16). Pai(21) has reported develop- 
ment of a picture resembling pseudo-bulbar 
palsy and Parkinsonism combined in a 
man receiving only 25 mg. t.d.s. of proma- 
zine for less than a week. Hare(13) has 
reported development of an unusual dys- 
tonic syndrome in a patient receiving the 
drug. A small proportion of patients receiv- 
ing over 1,000 mg. of the drug orally per 
day are known to develop grand mal 
seizures(16, 3, 26, 18). Experience of Don- 
ald McLean, et al.( 19), suggests that the risk 
of G.M. attacks is greater in patients with a 
history of convulsions(19). Shea, et al.( 26), 
advise prophylactic use of anticonvulsant 
drugs where there is history or likelihood 
of reduced excitability threshold of CNS. 
We have not come across clinical evidence 
of epileptic seizures in our series. Agranu- 
locytosis, though rare does occur. We have 
analysed available data on 8 reported cases. 
In summary, it appears that occurrence of 
agranulocytosis has little relationship to 
method of administration, dosage, and dura- 
tion of treatment. It occurs usually in pa- 
tients over 50 (6 out of 8 cases—ages of 
two others not known) and women seem 
to be favoured. Mortality is rather high 
despite treatment (3 out of 6 women and 
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none out of two men). 

Although some of the complications of 
promazine therapy are serious, they are not 
common. On the other hand the drug is 
relatively free of complications like Parkin- 
sonism, jaundice and distressing drowsiness 
which occur with other phenothiazines and 
some of them even with Rauwolfia alkaloids. 

We present here data on our experience 
with promazine at Cane Hill Hospital. They 
are derived from a triple blind trial with 
chronically disturbed female patients ; and 
froin the review of clinical records of all the 
male patients treated with this drug. This 
latter part of data is presented under the 
heading “Uncontrolled Trial.” 


TRIPLE BLIND TRIAL 


Population : The trial started with 25 pa- 
tients but 4 were omitted because they re- 
quired change of treatment. 

These 21 patients suffered from schizo- 
phrenia of various types. The diagnosis of 
schizophrenia was based on the criteria 
enumerated in Textbook of Psychiatry by 
Meyer Gross, Slates and Roth, 1954. 

In the past, 8 of these patients had re- 
ceived one or more of the following physical 
treatments : E.C.T., leucotomy, deep insulin 
and lately all of them had prolonged trials 
(not less than 12/12) with chlorpromazine 
or Pacatal. No treatment had brought about 
any lasting or marked improvement. 

The age range was from 37 to 67 years. 
None had been in this hospital for less than 
8 years and all had been in the same experi- 
mental ward for more than a year. In all, 4 
or more of the following, dominated their 
clinical picture: 1. Physical or verbal ag- 
gressiveness ; 2. Uncooperativeness or ob- 
vious negativeness ; 3. Social withdrawal 
including mutism ; 4. Evidence of excitable 
or impulsive behaviour; 5. Mannerisms ; 
6. Hallucination, visual or oral; 7. Delu- 
sions ; 8. Urinary incontinence. 

Environment : The patients formed part of 
the total population of 90-100 patients in a 
close ward. Occupational therapy was pro- 
vided in and out of the ward. Patients en- 
joyed freedom to go out of the ward if their 
clinical condition made this possible, but 
these 21 patients in the trial did not leave 
the hospital premises, and only on rare oc- 
casions did they have visitors. The ward was 


run by one ward sister, and 2-3 nurses on 
each shift. The hospital works 2 day shifts. 
The sisters of the ward and the doctor in 
charge remained unchanged for at least a 
year before and during the trial. 

Method: The environment of the ward 
was as constant as possible. All medication 
and physical treatments were withdrawn for 
about 3-4 weeks before the trial. During it 
any other medication or physical treatment 
was withheld except very occasional admin- 
istration of sedatives (sod. amytal or paral- 
dehyde) at nights. Before the trial the pa- 
tients were told they were going to have a 
new treatment. The possible side effects and 
toxic effects of the drug were explained to 
the nursing staff ; they were also told that 
the trial would be blind and that their 
accurate observations were very important. 
It may be said that the staff has had good 
experience with drug trials. A few days be- 
fore the trial patients were examined by 
the ward doctor who selected them if they 
satisfied the criteria mentioned. Once these 
patients were seen, the ward sisters and 
the doctor selected the 25 patients for whom 
the ward sisters pleaded treatment. These 
patients presented no signs of any physical 
illness. 

Administration: The drug was adminis- 
tered orally in 300 mg. dose daily. The trial 
was divided into two parts ; the first part 
lasted 5-6 weeks, the second 10-12 weeks. 
For the first 3 weeks the patients received 
placebo or active drug and for the next 3 
weeks changed over to active drug or place- 
bo ; the patient thus acted as his own con- 
trol. During this part of the trial the iden- 
tity of the medication was unknown to the 
doctor, the nursing staff and the patients. 
The pharmacist alone knew what the pa- 
tient was getting. This period was followed 
by the second. Everyone concerned knew 
the patient was getting the active drug, the 
administration of which is summarized be- 
low. 


Part 1° Part 2 °* 

3/52 3/52 10-12/52 
Patient A Active Placebo Active 
Patient B Placebo Active Active 


* Identity of the Drug-Known only to the 
Pharmacist. 
** Known to everyone concerned. 
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Records : The ward sisters and the doctors 
independently kept data on clinical condi- 
tion and side effects. The ward sisters rec- 
orded, every week, the clinical condition of 
the patient on a specially devised item sheet 
with 28 items, each item rated on a 3-point 
scale. The doctor made notes on the clinical 
state before start of the trial, before change- 
over of the drug and at the end of the trial. 
We tried to interview the patients’ visitors 
in order to get their opinions on the patients’ 
condition ; however, these were sporadic, 
so the idea was dro 

Results: At the end of the trial it was 
found that none of the 21 patients showed 
any noticeable improvement. Some patients, 
however, did show some transient changes. 
An abusive, impulsive patient became less 
so. One patient emerged out of her de- 
pressed mood and became elated. One pa- 
tient stopped picking hair from her scalp. 
Two patients became more co-operative. 
One became more agitated and started 
stripping herself. No side effects were ob- 
served but no regular pathological inves- 
tigations were carried out. 


UNCONTROLLED TRIAL 


Our disappointing results with the con- 
trolled trial were indirectly responsible for 
the lack of enthusiasm for use of this drug 
on more female patients. But on the male 
side of the hospital the drug had been tried 
for quite a while before our trial began. We 
were aware of the various reasons why the 
drug did not prove effective on the female 
population, e.g., the patients were chronic 
and therapeutically rather discouraging ; the 
dosage might not have been sufficient ; the 
female patients might be more resistant 
than the male patients, etc. Therefore we 
set out to compare the results with the ef- 
fects of this drug on male patients. 

Population: The 45 male patients were 
divided into 2 groups on the basis of the 
duration of present attack of illness : Group 
A—24 patients with duration less than 15 
months ; Group B—21 patients with dura- 
tion more than 15 months. Criteria for the 
selection of male patients cannot be given 
precisely because the trial was not a 
planned one. The main aim was to try the 
drug on various psychiatric disorders where 
it was claimed to be useful. Of the 21 pa- 


tients in group B, 18 suffered from various 
types of schizophrenia (mainly paranoid ) 
and their clinical picture was dominated by 
the following effects : hallucinations, mainly 
auditory ; delusions, mainly persecutory ; 
excitable or aggressive in behavior. The 
remaining two suffered from mania or hypo- 
mania and one from recurrent agitated de- 
pression. Of the 24 patients in Group A, 3 
had been ill for 7 to 15 months and the 
other 21 had been ill for 1 to 6 months. Di- 
agnostically they fell into the following 
groups: depression (endogenous) (3) ; 
mania or hypomania(19, 20, 29) ; schizo- 
phrenia(1, 6, 7, 8, 9) ; schizophrenia para- 
noid(11, 12, 18, 24, 27, 33, 34, 35, 37); 
schizophrenia catatonic(13); paranoid 
state(12, 21, 22). Only 4 of them had had 
any physica] treatment in the past, and they 
were among the group who were ill for 
more than 7 months. The rest had had no 
other treatment for their present attack be- 
fore starting promazine. 

Environment : While the Group B pa- 
tients had a more or less stable ward en- 
vironment, the patients in Group A were 
shifted more often. Depending on their con- 
dition, they would either be in a closed 
ward with close supervision and provided 
with recreational and occupational therapy 
facilities, or they were in an open ward with 
better nursing, occupational and recrea- 
tional facilities and a permissive atmosphere 
regarding their movements in and out of 
the ward. 

Method : We collected all available data 
on the male patients who had been tried on 
promazine. They were collected under the 
following headings: Diagnosis; previous 
mental illness and its outcome; duration 
of present attack and its response to various 
treatments in the past; clinical condition 
before starting promazine ; dosage and dur- 
ation of promazine treatment; effects of 
promazine treatment; and 6 months fol- 
low-up after discharge from hospital. 

Administration : In all there were 45 pa- 
tients (male), who received promazine ; 42 
received the drug for 3 months to a year. It 
was administered orally, 300-500 mg. doses 
a day. There was no attempt to control the 
effects either by comparing it with placebo 
or with any other drugs. No other treatment 
accompanied promazine therapy except 
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night sedation (sod. amytal) when needed. 
In fact, we excluded those patients who 
received promazine and some other form of 
treatment, e. g., E.C.T. 

Records : Weekly notes on Group A and 
monthly notes on Group B were maintained 
by the ward doctor. 

Results : From the data we collected it be- 
came evident that as far as chronic patients 
(Group B) were concerned, there was no 
noticeable or lasting improvement. How- 
ever, of 24 patients in Group A, 6 recovered 
from their present attack ; 5 remained well 
during the follow-up period ; one relapsed 
3 months after discharge. One patient im- 
proved but not enough to warrant dis- 
charge. Below are some relevant points in 
the history and clinical state of the 6 pa- 
tients in Group A. 


Key to Histories: P.M.H.-Previous mental 
health ; D.A.-Duration of recent attack ; C.S.- 
Clinical state (main features) ; T.-Treatment ; 
R.-Result ; F.U.-Follow-up ; D.-Diagnosis. 

C.J.S.: aged 29. P.M.H.—no illness known. 
D.A.—1 year(?), C.S.—grandiose attitude and 
ideas, aural hallucinations +-+-. No insight. 
D.—schizophrenia. T.—promazine 100 mg. t.d.s. 
for 6 months. R.—markedly improved in all 
symptoms. F.U.—3 months later relapsed and 
re-admitted with grandiose and other ideas 
and delusions ; ideas of influence and aural 
hallucinations. 

C.R.P.: aged 31. P.M.H.—attack similar to 
present one in 1954 ; garrulous hallucinations 
+. D.—schizophrenia. T.—promazine 200 mg. 
t.d.s. for 5 months. R.—no hallucinations ; co- 
operative, reliable kitchen worker, but facile 
and flat in expression. Still in hospital having 
promazine. 

P.A.W.: aged 30. P.M.H.—sociable, cheer- 
ful, popular, similar attack 1954-1955. D.A.— 
1 week, C.S.—tense, suspicious, aggressive, 
paranoid delusions +--+ not systematised, no 
insight. D.—paranoid schizophrenia. T.—proma- 
zine 200 mg. t.d.s. for 4 months. R.—symptom 
free. F.U.—keeping well, takes Sparine. 

D.T. : aged 60. P.M.H.—always nervy, could 
not keep jobs. D.A.—6 months. C.S.—depressed, 
agitated, suspicious, quarrelsome. D.—endogen- 
ous depression. T.—treated with 6 E.C.T. with- 
out effect. Then promazine 50 mg. t.d.s. for 6 
months. R.—symptom free. F.U.—working and 
keeping well. 

E.R. : aged 63. P.M.H.—sociable, liked chang- 
ing jobs, many attacks in the past similar to 
present one. C.S.—elated ++ impulsive, no 


insight, flight of ideas +-+-, garrulous. D.— 
hypomania. T.—promazine 100 mg. t.d.s. for 
3 months. R.—markedly improved but inclined 
to be elated and garrulous. Working and keep- 


ing well. 
P.R.: aged 31. P.M.H.—poor social mixer, 


difficulty in holding jobs. D.A.—3 months. C.S.— 
hallucinated, ideas of influence, catatonic 
excitement. D.—catatonic schizophrenia. T.— 
promazine 200 mg. t.d.s. 3 months. R.—symp- 
tom-free. F.U.—2 slight relapses coinciding with 
stopping Sparine. Resumed Sparine ; recov- 
ered ; working well. 

M.G.: aged 50. P.M.H.—friendly ; inclined 
to be aggressive ; attacks similar to present one 
in 1954 and 1957. D.A.—1 year. C.S.—aggressive 
and truculant, overactive, ideas of reference 
+. D.—paranoid psychosis. T.—promazine 150 
mg. t.d.s. for 1 year. R.—no ideas of reference, 
not overactive, inclined to be hostile. F.U.— 
keeping very well on Sparine 50 mg. t.d.s. 


Discussion 


Our experience with this drug in the 
treatment of disturbed patients suffering 
from schizophrenia is not encouraging. This 
is at variance with many other investiga- 
tions. We hope that the reasons for this 
apparent discrepancy will become obvious 
in the following : 

1. Objective procedures for the evalua- 
tion of treatment are rarely utilized. Among 
the 30 papers studied we found that Sibilo, 
et al.(27), were the only investigators who 
used statistical methods ; it is interesting to 
note that the slight change noticed in their 
population was not significant. The possibil- 
ity of this being due to chance could not be 
excluded. 

2. Blind trial procedures utilising place- 
bos are scarcely utilized. Sibilo, et al.(27), 
Simpson and Jesson(28) used this proce- 
dure and it is worth recording that none 
wane significant improvement with this 

g. 

3. Little attention appears to be paid to 
the environment in which the experiment is 
carried out(1, 2, 9, 10). S. M. K. Frain(30) 
describes environment of patients in some 
detail but unfortunately does not differen- 
tiate between the effect of environment 
from that of the drug. 

4. There is virtual absence of data about 
ancilliary treatments ; these can inflence the 
results a good deal. 

5. Follow-ups are rarely reported. This 
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we feel is specially important when clinical 
improvement is attributed to the drug. It is 
well known that initial good results prove 
fallacious if patients are followed up long 
enough. 
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There is much literature on different as- 
pects of porphyria and its manifestations ; 
according to Remmer(1), Baumstark was 
the first who, in 1874, was able to prove the 
presence of porphyria in the urine of a 
patient. 

Since this time numerous studies were 
published, and the classification of por- 
phyria proposed many years ago by Gun- 
ther(2), has been widely used. Gunther’s 
differentiation between porphyria congenita, 
acuta, and chronica, is somewhat conflict- 
ing; therefore, the classification of Wat- 
son(3): (a) photo-sensitive, (b) intermit- 
tent acute and (c) mixed, seems to be 
more realistic. As the name indicates, the 
intermittent acute form (the most common 
one) is characterized by individual attacks 
of longer or shorter duration with different 
periods of remission, during which the pa- 
tient is free of symptoms. It is not the pur- 
pose of this paper to give a detailed classi- 
fication and description of the variety of 
the clinical forms of porphyria, which are 
widely known in internal medicine and 
neurology. I would only like to mention 2 
interesting cases which I could observe as 
a resident in internal medicine in 1956. 


One is a 25-year-old white man, a Polish immi- 
grant to the U.S.A., who had had a gastrectomy 
for peptic ulcer in 1952 and later suffered from 
“uncertain, unpleasant, colic-like cramps of the 
abdomen.” All studies, except porphyria, were 
negative ; and the same results were found in a 
45-year-old, single, white woman whom I saw 
on two occasions with complaints of severe 
precordial pain and absolutely negative EKG 
studies. This lady also had high porphyrin 
values in her urine. Both of these cases were 
seen by consulting neuropsychiatrist and classi- 
fied respeciively as anxiety reaction and hys- 
teria. 

The psychological and _ neurological 
changes in a patient with porphyria have 
been described very thoroughly by Schmidt 
(4) in 1952, and one year later, Hare(5) 
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reported 2 cases of acute porphyria with 
mental symptoms (toxic confusional psy- 
chosis, and the second one, post-operative 
depression with pain and weakness sug- 
gestive of hysteria). In the same year, 
Olmstead(6) pointed out “the psychiatric 
syndrome is the common denominator of 
this disease, being present to some degree 
in all phases of the illness. Although it in 
itself is not diagnostic, the psychiatric as- 
pects, plus severe abdominal complaints 
and the superimposition of neurological 
findings, should strongly point to the need 
for testing for abnormal amounts of pro- 
phyria in the urine.” 

Electroshock treatment for prophyria 
with psychotic symptoms was described by 
Lemere(7), who cured 2 patients with this 
treatment in 1954. The following is a de- 
scription of my own case, in which a proba- 
bly existing porphyria, masked under the 
appearance of hysteria, with depressive 
overlay in a basically schizoid individual, 
became manifest during the course of EST 
given with barbiturates as pre-medication. 
There is evidence that different drugs, 
especially barbiturates, are, at times, active 
in precipitating attacks of porphyria.” 


M. L., a 21-year-old white girl, was admitted 
to the psychiatric ward of a private hospital on 
March 29, 1958, with the following chief com- 
plaints : nausea, vomiting, backpain, weakness 
and depression. Two weeks earlier, the patient 
underwent, in a different hospital, a pre-sacral 
neurectomy with D & C for severe primary 
dysmenorrhea, the history of which extended 
back to her menarche at age 13. Her periods 
had always been very irregular, associated with 
general malaise, and once (from the fall of 1957 
to January of 1958) there had been an amenor- 
rhea of 5 months duration. Following the gyne- 
cological operation the patient developed acute 


2 Waldenstroem(8) was able to demonstrate an 
attack of porphyria following the intake of bar- 
biturates. He gave barbiturates to an individual 
who had never had previous attacks, but whose 
latent porphyria was discovered when his sister's 
manifested porphyria led to the study of other 
members of the family. After an intake of bar- 
biturates, he developed acute porphyria. 
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hysterical and psychotic (confused) episodes 
during the immediate anesthetic recovery peri- 
od. She was discharged from the hospital and 
immediately the symptoms of emotional dis- 
turbance progressed in severity at home. The 
symptoms which precipitated hospitalization 
to the psychiatric unit were : withdrawal, with 
hysteric manifestations, such as rolling eyes and 
refusing to speak. In addition, the patient was 
suffering from insomnia and refused to eat. 
Two days prior to her admission, medica- 
tion was initiated by her family physician with 
meprobamate 400 mg. t.i.d., and she received 
some form of “supportive therapy.” Further 
significant medical history included measles, 
chicken-pox and mumps in early childhood and 
a T & A at age 9. At 14 years the patient was 
injured in an accident while riding in a horse- 
drawn cart, resulting in a head contusion with 
unconsciousness for 2 hours. No doctor was 
called. The patient was the second youngest in 
a family of 5 children. The parents’ marriage, 
despite the fact that her father was 20 years 
her mother’s senior, was a stable one. The 


most significant relationship with the family 
was a rivalry with her younger sister, 16 at that 
time, who appeared to the patient to be “more 
beautiful and successful socially” than the pa- 
tient. Our knowledge of the sister was limited, 


except for information that at the time of the 
patient's hospitalization the sister was illegiti- 
mately pregnant, and there were indications of 
a considerable degree of promiscuity on her 
part. 

The patient had had no hetero- or homo- 
sexual experiences. Her ability to relate with 
her peers was impaired. She graduated from 
high school and was employed as a typist. On 
admission the patient was very anxious, ap- 
prehensive, whining and demanding that the 
therapist help her. The physical examination 
was essentially negative, showing only a 
slight enlargement of the thyroid gland, tachy- 
cardia 120 per minute and a milky discharge 
from the breast. Her abdomen was moderately 
tense, the postoperative scar slightly tender, 
and the patient was menstruating. The skin was 
dry and dehydrated, the physiological reflexes 
were hyperactive, but still within normal limits. 
Two chest x-rays were negative, and the skull 
examination did not reveal any erosions, or 
evidence of intracranial pressure. Sella turcica 
and basilar structures were reported as normal. 
An EKG obtained a few days later showed 
sinus tachycardia, marked muscle tremor and 
PR 0.18, QRS 0.08. Spinal puncture and sub- 
sequent evaluation were normal with no cells 
in fluid. Blood and liquor serology were nega- 
tive. RBC was 4,180,000; WBC was 7500 


with 65 segm. ; 35 ly, Hb 78% equal to 11.7 
gms., microhematocrit 38. 

Due to symptoms of dehydration and refusal 
to eat, administration of parenteral fluids (glu- 
cose in NS.) was carried out. The patient was 
placed on amo- and secobarbital sodium 3 
grains at h.s. for insomnia, and meprobamate 
was replaced by phenothiazine hydrochloride 
50 mg., I.M. daily because the patient refused 
to take medication orally. This was also the 
reason that on April 2, she received her first 
EST as a treatment of choice. The preparation 
was seconal grains 1%, given to her the 
night before, and immediately prior to the 
ESTs, she received diacetylcholine chloride 
20 mg. and thiamylal sodium 5 cc. LV. In 2 
subsequent days the patient received 2 addi- 
tional treatments, and because the electrolytes 
showed low potassium levels, 3.4 (normal 4.1- 
5.6), she was placed on potassium chloride 
grams 1 q.id. on April 4, which she continued 
to take. An LE examination was negative, re- 
peated blood studies were about the same. On 
April 6, the second urinalysis, when compared 
with the first one which was negative, showed 
2 plus albumin with WBC 20-30 and rare 

. Following the third EST on 
April 4, the patient received, in addition, 5 
more convulsive treatments, making a total of 
8. No beneficial results were obtained from the 
course of ESTs and the patient felt increasing- 
ly miserable. 

Quite by accident, a red color of the urine 
was observed, and the test for porphyria was 
positive on April 16. It was decided to stop 
ESTs immediately, phenobarbital, its deriva- 
tives and aspirin. The medication was changed 
to chlorpromazine 25 mg. q.id. and 25 mg. 
I.M.. p.r.n., B-12 1000 micrograms I.M. and 
versenate 0.5 grams q.i.d. (April 18, which was 
doubled 2 days later). The porphyrine in the 
urine on April 17 was positive ; on April 21, 
positive ; and on 3 following examinations ; 
April 25, April 28 and May 1, negative. All 
hysterical symptoms disappeared, and the pa- 
tient started to walk around, to eat properly 
and to socialize with other patients. She was 
discharged as improved on May 2, 1958. Re- 
cent contact with her has confirmed her con- 
tinued health and ability to work. 


CONCLUSION 


Porphyria in a patient can, under certain 
circumstances, especially when under bar- 
biturates, produce symptoms of an emo- 
tional disorder, which do not respond to the 
psychiatrically oriented therapies, but must 
be treated medically. There is a possibility 
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that in many cases diagnosed primarily as 
“mental disorder,” “hysteria” or other “emo- 
tional disturbance,” a hidden factor of pro- 
phyria exists, ‘which can be easily de- 
termined by laboratory testing. It is need- 
less to state that this evaluation could be 
beneficial in the successful diagnosis and 
treatment of some patients now in mental 


hospitals. 
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CHILDREN OF SCHIZOPHRENIC PATIENTS : PRELIMINARY 
OBSERVATIONS ON EARLY DEVELOPMENT 
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Several reports(1, 2) indicate that an ex- 
tremely high percentage of newborns of 2 
schizophrenic parents will show signs of 
emotional disorder in later life. We assumed 
that some of these newborns would show 
signs of emotional disorder in their infancy. 
A second assumption we made was that the 
behavior of their schizophrenic parents 
would be at least partially responsible for 
the emotional disorders anticipated in some 
of these infants. With these two preliminary 
assumptions in mind we chose to follow a 
small group of newborns of 2 schizophrenic 
parents from birth onwards. Our primary 
goal was to observe directly the parental be- 
havior leading to the emotional disorders 
expected in some of the infants. We hoped 
that from such observations we might be 
able to identify specifically what in the be- 
havior of a parent precipitates early emo- 
tional maldevelopment. Our two prelimi- 
nary assumptions were supported by the 
data as it emerged. We felt that our data 
would be of additional interest in that : 1. 
To our knowledge no formal, direct ob- 
servations on how schizophrenic parents 
care for their infants have been previously 
reported and 2. No study which goes in any 
detail into the early development of chil- 
dren with 2 schizophrenic parents has been 
previously reported. One reason that such 
data has not been reported must be due to 
the difficulty in locating and following new- 
borns of 2 schizophrenic parents. The meth- 
od we employed in finding our case ma- 
terial was as follows : 

Pregnant women with the diagnosis of 
schizophrenia were located in 4 local New 
York State Department of Mental Hygiene 
after-care clinics and in 7 local state hos- 
pitals. These women were interviewed by 
the investigator to check the diagnosis. If 
the diagnosis of schizophrenia was con- 
firmed, the putative fathers were located 


1 Director, Family Study Unit, New York State 
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and interviewed. Paternity was established 
on the basis of clear-cut statements by 
both mother and father. Cases in which 
promiscuity was suspected were excluded. 
Our criteria for the diagnosis of schizo- 
phrenia were very rigid. Pseudoneurotic 
schizophrenics were not included. Since we 
were looking for psychopathology in off- 
spring as reported by Lewis, Kallman, etc., 
we had to be certain that we were select- 
ing the same kinds of parents as were se- 
lected by these authors. Each of the parents 
chosen had been hospitalized in either a 
state or Veterans Administration mental 
hospital on at least one occasion prior to our 
study. It took almost 2 years drawing on a 
population of approximately 65,000 hospital 
and after-care clinic patients to locate 8 
cases in which we were certain that both 
expectant mother and father were schizo- 
phrenic. 

After birth, each infant was observed in 
the neonatal period. Of the 8 cases fol- 
lowed, 4 infants (born to inpatients) then 
went to foster homes where they were fol- 
lowed with the permission of the various 
placement agencies. The remaining 4 in- 
fants (born to after-care clinic patients) 
went home to their original schizophrenic 
parents where they were then followed. 
This neat division in which 4 infants went 
to foster parents and 4 infants went to their 
schizophrenic parents was unplanned and 
was to prove quite useful to us. Monthly 
observations (occasionally more frequent) 
were made in the mother’s or foster moth- 
er’s home beginning in the third week of 
the infant’s life. The observations were car- 
ried out by a psychiatrist trained in pedi- 
atrics, child psychiatry and psychoanalysis. 
The home visits were 1-3 hours in duration, 
varying with the circumstances in the home 
at the time of the particular visit. The in- 
vestigator’s effort was to fit his observations 
in the natural schedule of the family as 
much as possible. He would frequently ar- 
rive at times when feeding and bathing of 
the infant were likely to take place. A rou- 
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tine pediatric examination was often done 
which required the mother to undress and 
dress the child and thus to some degree in- 
teract with the infant. On occasion the 
schizophrenic mothers were observed in the 
Family Study Unit of the New York State 
Psychiatric Institute. The latter is an ob- 
servation unit which consists of a kitchen, 
living room and combination nursery-play- 
room. The following is a report of our pre- 
liminary findings : 

Three of the 4 newborns who went to 
their original schizophrenic parents de- 
veloped clear-cut signs of emotional dis- 
orders in infancy. None of the 4 newborns 
of 2 schizophrenic parents who went to 
foster parents developed any such clear-cut 
signs of emotional disorder in their first 18 
months of life. Since all 8 infants had a 
“common heredity for schizophrenia” and 
yet only the infants reared by schizophrenic 
mothers (3 of 4) showed clear-cut signs 
of early emotional disorder, the data sup- 
ported our original assumption that the 
emotional maldevelopment observed in 
these infants was at least partially due to 
the behavior of their schizophrenic parents. 
What then in the parental behavior of the 
3 schizophrenic mothers might have been 
responsible for the symptoms of emotional 
disorder observed in their infants ? To an- 
swer this question we tried to determine 
how the parental behavior of these 3 schizo- 
phrenic mothers differed from the parental 
behavior of the foster parents and the 
fourth schizophrenic mother whose infants 
did not develop clear-cut signs of emotional 
disorder. Cases I, II and III consist of our 
observations on the parental behavior of 
the 3 schizophrenic mothers which led to 
disturbance in their infants and which stood 
out in striking contrast to our observations 
on the foster parents and the fourth schizo- 
phrenic mother. Case IV is a brief summary 
of relevant observations on the fourth schiz- 
ophrenic mother. More detailed descriptions 
of the emotional maldevelopment of the 
infants are also included. The infant ob- 
servations reported are those which stood 
out in clear contrast to our observations on 
the infants reared by the 4 non-schizo- 
phrenic mothers. 


Case I. Mother: Mrs. Z. was a 25-year-old 


negro woman. She had been hospitalized on 
two occasions prior to our study with a 
diagnosis of schizophrenia, catatonic type, with 
marked depressive features. Mrs. Z. was the 
only one of the 4 schizophrenic mothers fol- 
lowed who was resistive to any real coopera- 
tion with our study. She would frequently 
forget and/or break appointments. She was 
chronically depressed, withdrawn, “shy,” and 
evasive. The striking features of her inter- 
action with her infant were the following : 
She was consistently depressed and rarely if 
ever did she play with her infant. She en- 
gaged in very little sensory or motor stimula- 
tion of the baby. She showed no warmth in 
her attitude except for a slight smile when the 
observer made a pleasant remark about the 
baby. The mother responded to the infant's 
physical needs effectively and appeared to 
appropriately judge the baby’s needs. The 
physical care Mrs. Z. gave to her infant was 
performed quite proficiently but with an ab- 
sence of any “positive” feelings, i.e., the smil- 
ing, warmth and “playfulness,” which so often 
accompanied the caretaking activities of the 
non-schizophrenic foster parents. Gradually 
the mother became even more depressed, agi- 
tated, withdrawn. She resisted hospitalization 
for a period of 4 months and finally admitted 
herself to a mental hospital when the infant was 
age 13 months. 

Infant : Prior to the mother’s hospitalization 
baby M.’s physical and emotional development 
were grossly deviant. Motor development was 
markedly retarded. Head raising was delayed. 
Baby M. (a girl) did not sit until 12 months of 
age. She was generally hypoactive and rarely 
smiled. Babbling and cooing were minimal. 
She appeared hypersensitive to sensory stimuli, 
and had frequent gastrointestinal upsets. She 
was very “shy” from age 5 months and 
“stranger anxiety” seemed to be excessive from 
age 6-12 months. We were particularly im- 
pressed by how frequently baby M. appeared 
“sad,” tearful and irritable. 

Case II. Mother : Mrs. Y. was a 28-year-old 
woman, hospitalized on 2 occasions prior to 
our present observations, diagnosed as having 
schizophrenia, undifferentiated type with 
marked depressive features. She cared for her 
baby girl a total of 13 months in the infant's 
first year and a half of life. Mrs. Y. was quite 
interested in her infant, nevertheless the in- 
terest was always expressed from a distance in 
a relatively passive manner. She usually sat at 
a considerable distance from the infant, tense, 
affectively constricted, depressed, but always 
keeping a watchful eye on the baby. If the 
baby gave some brief sign of distress, Mrs. Y. 
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would immediately glance over but without 
moving towards the infant. If the baby’s dis- 
tress persisted she would then go to the baby, 
relieve whatever distress was present and then 
move back te her original position of “attentive 
distance.” She appeared to judge the physical 
needs of the infant appropriately be it hunger, 
fatigue, or a dirty diaper and she would gratify 
the need with a certain efficiency. Mrs. Y.’s 
movements in caring for her infant however 
were quite slow, consistent with the general 
motor retardation which accompanied Mrs. Y.’s 
depression. 

Whenever she handled her baby Mrs. Y.’s 
face appeared tense and depressed. When Mrs. 
Y. engaged in social interaction with her in- 
fant her actions were quite passive. For ex- 
ample on the relatively few occasions Mrs. Y. 
played with her infant, she did not actively 
participate in the play. Instead, Mrs. Y. would 
drop a toy in the play pen and would then 
passively stand by and watch the baby play 
with it. This “passive” closeness was only of 
short duration. She would then re-establish her 
distance from the infant. When the baby was 
6 months old, Mrs. Y. began to show increased 
signs of depression, agitation and weeping. 
As Mrs. Y. progressively became more de- 
pressed the physical distance she maintained 
between herself and her infant lessened and 
Mrs. Y. spent much more time rocking and 
holding her infant. Four months later, Mrs. 
Y.’s depression became very acute and she was 
hospitalized. 

Infant: As Mrs. Y.’s symptoms of depres- 
sion became more acute, Baby L. (a girl) 
began to frequently appear sad, lachrymose 
and irritable. Laughing and smiling in the in- 
fant occurred relatively infrequently. The 
baby showed little spontaneous pleasure in her 
motor activities and in her play with toys. 
Baby L. gradually became hypoactive and she 
began to show regression in her motor de- 
velopment as well. At age 7 months Baby L. 
lost the ability to sit up after she had been 
capable of sitting for a month. 

Case III. Mother: Mrs. D. was a 27-year- 
old woman, hospitalized on several occasions 
prior to our study with a diagnosis of paranoid 
schizophrenia. She cared for her baby (a boy) 
for the first 11 months of his life. Mrs. D.’s 
care of her infant was characterized by the 
following behavior : She consistently held the 
infant very close to her, frequently making 
such comments as “he is so helpless, just like 
me” and “for once I feel I am needed, im- 
portant.” With the baby, Mrs. D. appeared 
tense, rigid, and depressed. Her face was “sad,” 
inclined to tears at times ; at other times, Mrs. 


D. was emotionally “flat.” Her movements in 
caring for the baby’s needs, i.e., dressing and 
undressing the infant, were slow. She engaged 
the baby in play relatively infrequently, and 
only rarely would she actively stimulate him 
to laugh or smile. She would sit and gaze at 
him for long periods of time. She seemed to 
judge his physical needs appropriately, and 
when he was in distress she would actively and 
immediately investigate the cause. She held 
him, rocked him and comforted him frequent- 
ly. Mrs. D. developed symptoms of acute psy- 
chosis when the baby was 8 months of age but 
she refused to be hospitalized until 4 months 
later. During the 4 months preceding her hos- 
pitalization Mrs. D. became increasingly de- 
pressed, agitated and tearful in her interaction 
with the infant though she still maintained her 
active attentiveness to the infant’s physical 
needs. 

Infant : From the age of 5 months onward 
Baby F.’s face was characterized by a somber 
stern expression. He was quick to cry, irrit- 
able, and frequently appeared tearful and sad. 
Laughing, smiling and spontaneous vocaliza- 
tions were relatively infrequent. He showed 
little in the way of “delight” with his own 
movements. Playing with toys was done with 
interest but without the frequent spontaneous 
expressions of pleasure that the infants raised 
by the foster parents so often showed. Baby F. 
showed no evidence of retardation in motor 
development. 

Case IV. Mrs. C. was a 29-year-old negro 
woman, the one schizophrenic mother whose 
infant did not show any evidence of early 
emotional disorder. Mrs. C. was hospitalized 
on one occasion prior to our study, diagnosed 
as having paranoid schizophrenia. She cared 
for her baby boy throughout his entire first 1% 
years of life. She was very active with her in- 
fant, stimulated him to roll over, sit-up, walk, 
talk. She laughed with him, played with him 
and thoroughly enjoyed her activities with him. 
She was responsive to his physical needs and 
would smile, laugh and talk while handling 
him. With her older children she was firm and 
assertive. No one particular parental behavior 
set her apart from the foster parents we ob- 
served. Her schizophrenic illness was in re- 
mission throughout the infant’s first year and 
a half and she was not depressed. Her infant’s 
emotional and physical growth showed no 
striking deviation when contrasted with the 
growth of the infants reared by the foster 
parents. 


The infants reported in cases I, II and III 
each developed signs of chronic depression. 
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The mothers of these infants were the only 
mothers observed who developed signs of 
acute psychosis while caring for their 
babies. This circumstance alone however 
did not define for us specifically what in the 
behavior of these mothers led to the de- 
pressive picture seen in their infants. We 
were particularly impressed by the follow- 
ing specific variables in the behavior of the 
3 schizophrenic mothers which preceded 
and may have caused the appearance of 
chronic “tearfulness,” “irritability,” and 
“sadness” in their infants: 1. The primary 
affective state these mothers showed in the 
presence of their infants was constant and 
severe depression; 2. These mothers evi- 
denced relatively little actively joyful or 
pleasurable affect in their interaction with 
their infants ; 3. They engaged in relatively 
little active play with their infants. We won- 
dered whether the presence of a depressed 
affect in the mother in and of itself could 
be a factor responsible for the depressed 
picture observed in their infants. It has long 
been known that an infant can transiently 
“catch” a depression from the mother. 
Charles Darwin(3) described this phenom- 
enon in his own infant as follows : 


when a few days over six months old his 
nurse pretended to cry, I saw that his face 
instantly assumed a melancholy expression 
with the corners of the mouth strongly de- 
pressed. 


Many others have described this process 
and have labelled it “the contagion of feel- 
ing.” As described, this process might rep- 
resent only the infant’s mimicry of the facial 
expression of the nurse or mother. Such 
workers as Eschalona(4), Burlingham(5) 
and Spitz(6), however, cite instances in 
which true feelings are stimulated in chil- 
dren by “contagion.” While such instances 
have been reported, we feel that the full 
developmental significance of the process 
of contagion has not been adequately in- 
vestigated. For example what would be the 
long-term effect on the infant of a mother 
who constantly exposes her growing baby 
to weeping over a sustained period of 
time ? Does the infant “learn” a pattern of 
depression from such a mother due te the 
constant reinforcement of this emotional 
pattern in the infant by the process of “con- 


tagion ?” It would seem that such a constant 
reinforcement of a particular neural path- 
way of affective expression (depression) 
early in the life of the infant could perma- 
nently establish a depressed pattern of 
neural discharge. The infants described in 
cases I, II, and III may have developed 
their depressions by just this mechanism. 
Perhaps Anna Freud(7) had this process in 
mind when she recently spoke of infants 
who “follow” their mothers into depression. 
Our data do not firmly establish “contagion” 
as the cause of the depressions in the infants 
we observed. In part this is because we 
have not been able to exclude the impor- 
tance of other variables which may have 
influenced the infants’ emotional develop- 
ment. For example, “tenseness” in the 
mothers’ handling of the infants, the ab- 
sence of “play,” and/or the relative lack of 
pleasurable responses in the mother may 
have been important if not the important 
variables responsible for the depressions in 
the infants. It is also possible that no one 
variable alone can cause early depression 
and that “contagion” was but one of a num- 
ber of variables which together were re- 
sponsible for the observed emotional mal- 
development. Our thoughts on the early 
“contagion of depression” led us to wonder 
about the “contagion of elation.” A study of 
infants whose mothers are inappropriately 
elated would also be of interest. Using Anna 
Freud’s phrase, does the infant by early 
contagion and learning, “follow” its mother 
into the inappropriate use of elation as a 
psychopathological defense ? 

The data reported in case I and our 
experience with a second case seen in pri- 
vate consultation suggested that a mother 
with catatonic symptoms might have a par- 
ticularly harmful effect on the growing in- 
fant. In both cases, the infants observed 
showed signs of significant physical and 
emotional deterioration. It may be that cata- 
tonic withdrawal in the mother provides an 
environment for the infant which is equiva- 
lent to purely custodial institutional care. 
Spitz(8) has demonstrated the harmful ef- 
fects of the latter. We plan to do a special 
study of infants with mothers diagnosed as 
having catatonic schizophrenia. Though our 
data to date are quite limited, we believe 
that the clinician involved in the outpatient 
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treatment of a catatonic schizophrenic 
mother should be particularly alert to the 
adverse effects such a mother might have 
on the growth of her infant. 

The observations that 3 of the schizo- 
phrenic mothers played relatively little with 
their infants when compared with non- 
schizophrenic mothers pointed up to us how 
much the normal infant's life consists of his 
parents actively engaging him in “play.” We 
wondered about the special importance of 
parent-child play during early infancy in 
establishing pleasurable affectionate rela- 
tionships between child and parent. It also 
seemed that parent-infant play might be 
an important part of a process in which 
the normal child learns to enjoy the use of 
leisure time in later life. 

The observations we have reported so 
far are based on following the infants dis- 
cussed in cases I, II and III up to the ages 
of 14 months. Subsequently, their emotional 
and physical development was markedly in- 
fluenced by: 1. The separation from the 
mother which occurred at the time the 
mother was hospitalized and 2. The many 
separation and deprivation experiences 


which followed. We were surprised at how 
frequently such separation and deprivation 
experiences occurred following the mother’s 
initial hospitalization. The data below il- 
lustrate the number of such experiences oc- 
curring to these infants in their first 2 years 
of life. 


Baby M. and Baby L. were each placed with 
foster mothers after their mothers were initial- 
ly hospitalized. Both mothers were subse- 
quently discharged from their respective hos- 
pitals. Baby M. and Baby L. were removed 
from their foster mothers, reunited with their 
mothers only to re-experience separation when 
their mothers were again re-hospitalized. (The 
fact that these mothers were involved in our 
study was unrelated to their apparently pre- 
mature discharges.) Baby L. was then placed 
with 2 different foster mothers. Baby M. was 
placed in an institution for 3 months and then 
placed in a foster home. Baby F. was placed 
with the maternal grandmother on 3 different 
occasions for long periods of time. As they ex- 
perienced these multiple separations from 
parents and substitute parents all 3 infants 
showed increased signs of irritability, depres- 
sion and marked and persistent “stranger 
anxiety,” minimal smiling, decreased social re- 


sponses, disturbed sleep patterns, and gastro- 
intestinal dysfunction. Subsequently we have 
been surprised at the resiliency shown by 2 of 
the infants when they were finally placed in 
“good” foster homes for sustained periods of 
time. Both of these children are now 2% years 
old and each appears to be moving along the 
lines of healthy personality development. 


The multiple separation experiences noted 
above ray account in part for the high in- 
cidence of psychopathology reported in chil- 
dren of 2 schizophrenic parents. Studying 
only schizophrenic women mated to schizo- 
phrenic partners probably introduced sev- 
eral important selective factors. Schizo- 
phrenic women who choose schizophrenic 
mates may have more psychopathology 
and consequently show more disturbed 
parental behavior than schizophrenic wom- 
en who choose non-schizophrenic partners. 
Also, our selection necessarily meant that 
the fathers were highly disturbed per- 
sons. The schizophrenic fathers in the 
cases studied were either absent or rela- 
tively ineffectual and in all instances 
were a constant source of stress to the 
mother. This lack of a stable father was one 
of the factors responsible for the frequent 
separation and deprivation experiences suf- 
fered by these infants subsequent to their 
mothers’ hospitalizations. 


SUMMARY 


We have observed the early develop- 
ment of children of 2 schizophrenic parents. 
Three of the 4 children raised by their 
original schizophrenic parents developed 
clear-cut signs of depression and irritability 
in infancy. None of the 4 infants raised by 
foster parents developed any such clear-cut 
signs of emotional disorder. Our data sug- 
gest that the parental behavior of their 
schizophrenic mothers was at least partially 
responsible for the early emotional mal- 
development observed in their 3 infants. All 
3 schizophrenic mothers were consistently 
depressed with their infants. The “contagion 
of depression” from mother to infant was 
discussed and it was suggested that this 
phenomenon caused an enduring depressive 
pattern of affective discharge in the infants 
we observed. It was also noted that all 3 
schizophrenic mothers indulged in relatively 
little active play with their infants and 


| 
| 
| 
1 
H 
+ 


1961 ] 


DAVID E. SOBEL 


517 


showed relatively little pleasurable respon- 
siveness to their infants. Certain observa- 
tions suggested to us that a mother with 
acute catatonic symptoms may have a par- 
ticularly harmful effect on the physical and 
emotional growth of an infant. We were 
also struck by the many separation and 
deprivation experiences occurring to infants 
reared by schizophrenic mothers mated to 
schizophrenic partners. We are continuing 
our study of infants with 2 schizophrenic 
parents. This group offers an opportunity to 
explore a number of hypotheses which we 
shall comment on in the future. 
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THE ROLE CONCEPT, A BRIDGE BETWEEN PSYCHIATRY 
AND SOCIOLOGY 


J. L. MORENO, M.D.* 


THE THIRD PSYCHIATRIC REVOLUTION 


According to Zilboorg(1) two psychiatric 
revolutions have taken place in the last 3 
centuries. Each psychiatric revolution was 
accompanied by a new body of theories and 
by new methods of clinical practice. The 
first psychiatric revolution(1) was con- 
nected with the name of Philippe Pinel, his 
freeing of inmates from chains (1792) ; the 
second psychiatric revolution(1) with Sig- 
mund Freud, his treatinent on an individual 
basis through psychoanalysis (1893). In 
retrospect, Zilboorg’s view requires basic 
correction. The second psychiatric revolu- 
tion had at least two other highlights : 
Ivan P. Pavlov’s conditioned reflex (1904) 
and Adolf Meyer's psychobiology (1906). 

There is wide consensus that we are now 
in the midst of the “third” psychiatric revo- 
lution(2, 3). Psychoanalysis faces its great- 
est crisis, it is in decline in the West and is 
rejected in the Communistic countries of the 
East(4). The new era is one of multiple 
innovations which have set the pace for 
new developments in psychiatry. It is char- 
acterized by the group psychiatric approach 
(5-8). The theories of interpersonal rela- 
tions(9, 10), microsociology and sociometry 
and the theories of the encounter, spon- 
taneity and creativity(11) have opened up 
vast areas of research in psychiatry, social 
psychology and social anthropology. New 
methods of therapy as group psychotherapy, 
psychodrama, sociodrama, psychosomatic 
medicine(12) and psychopharmacology 
(13) have been introduced. The ideas of 
the therapeutic society, therapeutic com- 
munity, the day hospital and the “open 
door” of prisons and mental hospitals are 
beginning to replace the older coercive 
methods of the management of prisoners 
and mental patients. 

It may be appropriate here to quote Dr. 
William Alanson White from an address at 
the Round Table on the “Application of the 


1 Moreno Institute, Department of Research, 
New York, N. Y. 
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Group Method to Classification”(6) held in 
Philadelphia, May 31, 1932. 


I remember visiting, a few years ago, a 
prison in the East with about one thousand 
inmates. It had no walls and only a few cells. 
The dormitory system, similar to that in 
schools, was in use. On the first occasion I 
found no men in the solitary cells and on the 
second occasion only one. The men were free 
to conduct themselves and the warden was 
clever enough to handle the men so that they 
felt comfortable. They did not run away nor 
did they commit acts which would have made 
the running of the prison impossible—Some 
years ago Congress made an appropriation for 
a prison for Washington, D. C. Roosevelt 
picked a committee to decide upon recom- 
mendations and plans. Among those he chose 
was a banker, a very well-known philanthro- 
pist. Hearing of his appointment, the man im- 
mediately protested, saying: “I cannot serve 
upon this committee. I know nothing about the 
project. I never was in a prison in my life.” 
The President responded : “That’s just why I 
want you.” A prison was erected without walls 
and with no cells. It still functions successfully. 


American psychiatrists traveled in recent 
years to Russia and England in search of 
“new” ideas. Had they looked carefully they 
ey have found them in their own back 
yard. 

A new body of theory developed in the 
last 30 years which aimed to establish a 
bridge between psychiatry and the social 
sciences; it tried to transcend the limitations 
of psychoanalysis and behaviorism by a 
systematic investigation of social phenom- 
ena. One of the most significant concepts 
in this new theoretical framework is the role 
concept. 


THE PSYCHIATRIC ROLE CONCEPT(7) 


Current surveys of the origin and de- 
velopment of role theory and role concept 
emphasize the contributions made by so- 
ciologists and psychologists but neglect the 
contributions of psychiatrists. The reader 
gets the impression that psychiatrists had 
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nothing to do with the development of role 
concepts. The authors of these surveys are 
often psychiatrists(14). Why do these au- 
thors look for the origin of the new ideas 
in other sciences, neglecting their own, psy- 
chiatry ? Psychiatrists are often given second 
place when it comes to theory ; they react 
with inferiority feelings when they are ac- 
cused by psychologists and sociologists of 
being less scientific. Sociologists in contrast 
suffer frequently from a superiority bias, 
writing being their favorite occupation 
rather than observing and experimenting. 

It is only fair to point out that besides 
non-medical authors, numerous psychi- 
atrists(15-45) have had a _ profound 
bearing upon the development of the role 
concept influencing many sociological and 
psychological authors in their own, more 
academic formulations. 


Role, originally an old-French word, 
which penetrated into medieval French and 
English, is derived from the Latin “rotula.” 
In Greece and also in ancient Rome, the 
parts in the theater were written on the 


above mentioned “rolls” and read by the 
prompters to the actors who tried to mem- 
orize their part by heart ; this fixation of the 
word role appears to have been lost in the 
more illiterate periods of the early and mid- 
dle centuries of the Dark Ages, for their 
public presentation of church plays by lay- 
men. It was not until the 16th or 17th cen- 
turies, with the emergence of the modern 
stage, that the parts of the theatrical char- 
acters were read from “roles,” paper fasci- 
cles. Whence each scenic “part” becomes a 
role( 26). 

Role is thus not a sociological concept, it 
came into the sociological vocabulary via 
the drama. It is often overlooked that mod- 
ern role theory had its logical origin and 
its perspectives in the drama. It has a long 
history and tradition in the European 
theater from which gradually developed the 
therapeutic and social direction of our time. 
It is from Europe that the seed of these 
ideas were transplanted to the U.S.A. in 
the middle of the twenties(5). From the 
roles and counter roles, the role situations 
and role conserves developed naturally their 
modern extensions: role player, role play- 


ing, role expectation, acting out, and finally, 
psychodrama and sociodrama. Independ- 
ently, the sociological concept of role taking 
by G. H. Mead(46) took form (1934) and 
was further developed by R. Linton(47) 
(1936) ; both of these men were apparently 
unaware of the basic dependence of the 
process of role taking upon the drama. 
Many American sociologists have monopo- 
lized the concept of role, especially T. Par- 
sons(48), as if it were sociological property. 
But most terms and meanings which Par- 
sons and associates present in their writings 
can be found in prior publications( 52). 


Role can be defined as the actual and tangi- 
ble forms which the self takes(20). We thus 
define the role as the functioning form the in- 
dividual assumes in the specific moment he 
reacts to a specific situation in which other 
persons or objects are involved. The symbolic 
representation of this functioning form, per- 
ceived by the individual and others, is called 
the role. The form is created by past experi- 
ences and the cultural patterns of the society 
in which the individual lives, and may be 
satisfied by the specific type of his produc- 
tivity (23).—Every role is a fusion of private 
and collective elements. Every role has two 
sides, a private and a collective side(21). 


CONSTRUCTS OF THE ROLE 


The role concept cuts across the sciences 
of man, physiology, psychology, sociology, 
anthropology and binds them together on a 
new plane. The sociologists, G. H. Mead 
(46) and R. Linton( 47), limited the theory 
of roles to a single dimension, the social. 
The psychodramatic role theory operating 
with a psychiatric orientation, is more inclu- 
sive. It carries the concept of role through 
all dimensions of life ; it begins at birth and 
continues throughout the lifetime of the in- 
dividual and the socius. It has constructed 
models in which the role begins to transact 
from birth on. We cannot start with the 
role process at the moment of language de- 
velopment but in order to be consistent we 
must carry it through the non-verbal phases 
of living. Therefore, role theory cannot be 
limited to social roles, it must include the 
3 dimensions, social roles, expressing the so- 
cial dimension, psychosomatic roles express- 
ing the physiological dimension, and psy- 
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chodramatic roles expreszing the psycho- 
logical dimension of the self. 

Illustrations of psychosomatic roles are 
the role of the eater and the sexual role. 
Characteristic patterns of interaction be- 
tween mother and infant in the process of 
eating produce role constellations of the 
eater which can be followed up throughout 
the different life periods. Psychodramatic 
forms of role playing as role reversal, role 
identification, double and mirror playing, 
contribute to the mental growth of the in- 
dividual. The social roles develop at a later 
stage and lean upon psychosomatic and 
psychodramatic roles as earlier forms of 
experience. (See Table of Role Classifica- 
tions below. ) 


FUNCTION OF THE ROLE 


“The function of the role is to enter the 
unconscious from the social world and bring 
shape and order into it”(5). The relation- 
ship of roles to the situations in which the 
individual operates (status) and the rela- 
tion of role as significantly related to ego 
has been emphasized by Moreno(7). 


Everybody is expected to live up to his 
official role in life, a teacher is to act as a 
teacher, a pupil as a pupil, and so forth. But 
the individual craves to embody far more roles 
than those he is allowed to act out in life, and 
even within the same role one or more vari- 
eties of it. Every individual is filled with dif- 
ferent roles in which he wants to become ac- 
tive and that are present in him in different 
stages of development. It is from the active 
pressure which these multiple individual units 
exert upon the manifest official role that a 


feeling of anxiety is often produced (7). 

Every individual—just as he has at all times 
a set of friends and a set of enemies—has a 
range of roles in which he seems himself and 
faces a range of counter-roles in which he sees 
others around him. They are in various stages 
of development. The tangible aspects of what 
is known as “ego” are the roles in which he 
operates, the pattern of role-relations around 
an individual as their focus—-We consider 
roles and relationships between roles as the 
most significant development within any spe- 
cific culture (17). 


Role is the unit of culture ; ego and role are 
in continuous interaction. 


ROLE PLAYING, ROLE PERCEPTION 
AND ROLE ENACTMENT ( 19) 

Role perception is cognitive and antici- 
pates forthcoming responses. Role enact- 
ment is a skill of performance. A high de- 
gree of role perception can be accompanied 
by a low skill for role enactment and vice 
versa. Role playing is a function of both 
role perception and role enactment. Role 
training, in contrast to role playing is an 
effort, through the rehearsal of roles, to per- 
form adequately in future situations. 


ROLE PATHOLOGY (51) 


Regressive behavior is not a true regres- 
sion but a form of role playing. In paranoiac 
behavior, the repertory of roles is reduced 
to distorted acting in a single role. The de- 
viate is unable to carry out a role in situ. 
He either overplays or underplays the part, 
inadequate perception is combined with dis- 
torted enactment. Histrionic neurosis of ac- 


TABLE OF RoLE CLASSIFICATIONS 


Origin Degree of Spontaneity Content Quantity 
Collective Roles Role Taking (Conserve) Psychosomatic Roles (e.g., Deficiency of Roles 
Role Playing Role of the Eater) Adequacy of Roles 
Individual Roles Role Creating Psychodramatic Roles Superiority of Roles 
Social Roles 
Time Warming up Speed Consistency Rank Form 

Expectancy (Future) Slow Weak Dominant Flexible 
Average 

Presentness Fast Balanced Recessive Rigid 
Overheated 

Reminiscent (Past) Strong 


* From J. L. Moreno, Spontaneity Theory of Child Development, Beacon, N. Y. : Beacon House, 1944. 
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tors is due to the intervention of role frag- 
ments “alien” to the personality of the 
actor(7). 


CO-UNCONSCIOUS STATES 
AND THE “INTER-PSYCHE” (18) 


By means of “role reversing” one actor 
tries to identify with another, but reversal of 
roles can not take place in a vacuum. In- 
dividuals who are intimately acquainted re- 
verse roles more easily than individuals who 
are separated by a wide psychological or 
ethnic distance. The cause for these great 
variations are the developments of co-con- 
scious and co-unconscious states. Neither 
the concept of unconscious states (Freud ) 
nor that of collective unconscious states 
(Jung) can be easily applied to these 
problems without stretching the mean- 
ing of the terms. The free associations 
of A may be a path to the unconscious 
states of A; the free associations of B may 
be a path to the unconscious states of B; 
but can the unconscious material of A link 
naturally and directly with the unconscious 
material of B unless they share in uncon- 
scious states ? The concept of individual un- 
conscious states becomes unsatisfactory for 
explaining both movements, from the pres- 
ent situation of A, and in reverse to the 
present situation of B. We must look for a 
concept which is so constructed that the ob- 
jective indication for the existence of this 
two-way process does not come from a 
single psyche but from a still deeper reality 
in which the unconscious states of two or 
several individuals are interlocked with a 
system of co-unconscious states. They play 
a great role in the life of people who live 
in intimate ensembles like father and 
son, husband and wife, mother and daugh- 
ter, siblings and twins, but also in other 
intimate ensembles as in work teams, com- 
bat teams in war and revolution, in con- 
centration camps or charysmatic religious 
groups. Marriage and family therapy, for 
instance, has to be so conducted that the 
“interpsyche” of the entire group is re-en- 
acted so that all their tele-relations, their co- 
conscious and co-unconscious states are 
brought to life. Co-conscious and co-un- 
conscious states are, by definition, such 
states which the partners have experienced 
and produced jointly and which can, there- 


fore be only jointly reproduced or re-en- 
acted. A co-conscious or a co-unconscious 
state can not be the property of one indi- 
vidual only. It is always a common property 
and cannot be reproduced but by a com- 
bined effort. If a re-enactment of such co- 
conscious or co-unconscious state is desired 
or necessary, that re-enactment has to take 
place with the help of all partners involved 
in the episode. The logical method of such 
re-enactment @ deux is psychodrama. How- 
ever great a genius of perception one part- 
ner of the ensemble might have, he can 
not produce that episode alone because they 
have in common their co-conscious and co- 
unconscious states which are the matrix 
from which they drew their inspiration and 
knowledge. 


MEASUREMENT OF ROLES 


As a general rule, a role can be: 1. Rudi- 
mentarily developed, normally developed, or 
over-developed ; 2. Almost or totally absent in 
a person (indifference) ; 3. Perverted into a 
hostile function. A role in any of the above 
categories can also be classified from the point 
of view of its development in time : 1. It was 
never present; 2. It is present towards one 
person but not present towards another ; 3. It 
was once present towards a person but is now 
extinguished (16). 

A simple method of measuring roles is to use 
as a norm permanently established processes 
which do not permit any change, role con- 
serves like Shakespeare’s Hamlet or Othello, 
Goethe’s Faust or Byron’s Don Juan. Another 
method of measurement uses as norms social 
roles which are rigidly prescribed by social and 
legalistic customs and forms. Illustrations for 
this are social roles as the policeman, the judge, 
the physician and so forth. Another method of 
measurement is to let a subject develop a role 
in statu nascendi, placing him into a situation 
which is little structured, up to situations 
which are highly organized. The productions of 
different subjects will differ greatly and will 
provide us with a yardstick for role measure- 
ment. Another method of measurement is to 
place a number of subjects unacquainted with 
each other into a situation which they have 
to meet in common. Illustration: six men of 
equal military rank are camping. Suddenly 
they see an enemy parachutist landing in the 
nearby forest. They have to act on the spur of 
the moment. A jury watches to see how the 
group grows in statu nascendi ; it may discern 
(a) what relationships develop between the six 
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men ; who is taking the initiative in the first 
phase, in the intermediate phases, in the final 
phase of their interaction ? Who emerges as the 
“leader” ? (b) What action do they take to- 
wards the enemy? (c) How is the situation 
ended and by whom ?(7, 16). 


Another significant method of measure- 
ment is the analysis of role diagrams and 
sociograms of individuals and groups from 
the point of view of role interaction, role 
clustering and prediction of future behavior. 


EMPIRICAL AND EXPERIMENTAL 
VALIDATION OF ROLE THEORY 

A considerable amount of experimental 
and validation studies have been made in 
recent years(49, 50). 


SUMMARY 

The concept underlying this approach — the 
recognition that man is a role player, that 
every individual is characterized by a certain 
range of roles which dominate his behavior, 
and that every culture is characterized by a 
certain set of roles which it imposes with a 
varying degree of success upon its member- 
ship(21). 


In contrast to the theories presented by 
psychologists and sociologists “psychiatric 
role theory” developed largely out of clinical 
contexts, methods of prevention, treatment 
of psychoses and neuroses, of marriage and 
family groups, of interpersonal relations, of 
problems of industrial adjustment, of the 
fields of mental hygiene and education. 

Role research and role therapy are still in 
their infancy. Psychodrama presents a valu- 
able vehicle for experimental and control 
studies of roles. It permits the observation 
of individuals in live situations in which 
they are concretely involved. 
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PSYCHIATRIC FACILITIES AT THE ALBERT SCHWEITZER 
HOSPITAL 


GEORGE R. ANDREWS, M.D.* 


The hospital at Lambarene in French 
West Africa established in 1913 by Dr. 
Albert Schweitzer and still under his direc- 
tion is familiar to people throughout the 
world through Dr. Schweitzer’s writings 
and the writings of visitors. 

Outside of the picture that is made up of 
both fact and fantasy, myth and truth, there 
is the reality of the medical and surgical 
work that goes on in the hospital as hun- 
dreds of natives are treated every month 
for conditions which are usually severe and 
infinitely varied. 

Though exact statistics are not kept be- 
cause of limitations of time and personnel, 
and the medical records are somewhat brief, 
there are many circumstances in the dis- 
eases and treatment of the patients which 
make them of especial interest for research 
purposes. The survey of surgery at Lam- 
barene recently published(1) and studies 
in the cardiovascular status of the native 
population which have been lately con- 
ducted there by visiting physicians inter- 
ested in hypertensive disorders suggest some 
of the areas which have most recently been 
touched upon. 

It was my good fortune to spend a week 
in June 1961 at Lambarene, and while I 
was there concentrated the majority of my 
time and interest, by request as well as dis- 
position, on the psychiatric facilities which 
exist at the hospital. 

There was on hand a supply of several 
thousand 8 mg. tablets and 5 mg. ampoules 
of Trilafon along with smaller quantities of 
10 mg. Marplan and 15 mg. Niamid tablets, 
but these had not been used since Dr. 
Schweitzer had wished to wait till a psychi- 
atrist happened to visit to advise in their 
utilization. Throughout the year among the 
visitors come representatives of the various 
medical specialties, though I was told I was 
the first psychiatrist who had come to Lam- 
barene. 

It was reported to me that outside of new 
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neuropsychiatric facilities in Brazzaville, the 
status of which was not clear, the quarters 
for neuropsychiatric patients at Lambarene 
were the only ones available in the entirety 
of French West Africa. These quarters are 
for the native Africans. One room, infre- 
quently used, was constructed for the 
occasional white patient. It is essentially 
necessary for any white psychotic patient 
to go to Europe if he is to receive care. 

At the time of my visit there were 18 
rooms for that number of patients, male or 
female. These rooms are in 3 separate build- 
ings ; 6 in 2 buildings of the maximum se- 
curity type, and 6 in adjoining structures 
where the least disturbed individuals are 
housed. The patients are divided approxi- 
mately into 3 categories and housed accord- 
ingly—most severely, severely, and moder- 
ately disturbed. 

The 2 maximum security buildings each 
contains 6 small rooms very solidly built. 
Light is provided through heavy wooden 
grills beside and over the door. There is no 
furniture in the rooms. Patients sleep on 
the floor with a blanket to cover them if 
necessary and with a movable receptacle for 
toilet use. The construction is so well exe- 
cuted that even the most disturbed psy- 
chotic patient rarely can do any damage in- 
side, though one floor was in process of 
repair where one man had succeeded in 
tearing out a couple of boards. If a patient 
is too disturbed to allow out of the room, 
food is passed through an aperture with a 
sliding panel which is otherwise locked in 
place. 

The attempt is made to have a nurse 
solely for the unit. At the time I was there, 
the woman in charge, Miss Ruth, had had 
no nurse’s training though she had worked 
for a few months with patients in a mental 
hospital in Europe. By temperament she 
was ideally suited for such work, being 
kind, patient, and both permissive and firm 
as the situation demanded. One of the phy- 
sicians on the staff, Dr. R. Friedmann, who 
has a great deal of interest in psychiatry 
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and has had some experience in the field, 
includes among his duties the supervision 
of the neuropsychiatric patients. 

In the mornings, the patients who are 
able to come out of their rooms are brought 
to an area between two of the buildings 
which house them where they sit about 
quietly. They are encouraged to take part 
in various simple activities which are a 
combination of occupational and industrial 
therapies. These consisted mainly of making 
fishing nets out of suitable strands, and roll- 
ing pineapple and hemp fibers into twine 
for use in the hospital. Future plans include 
expansion of these activities to create a 
more varied and useful program. 

Meals are cooked at this gathering place 
in an iron pot over a slow log fire in the 
same way they are cooked by the natives in 
their villages, and consist of such local 
staples as fish and rice. There were two 
native orderlies who assisted in all the ac- 
tivities of the unit, including dispensing 
tablets and giving injections under Miss 
Ruth’s supervision. 

At the time of my stay there were 5 pa- 
tients whom it was necessary to keep in 
continuous seclusion due to their agitation, 
combativeness, and generally disturbed 
state. The rooms are small and rather dark, 
and in addition to removal from interper- 
sonal contact and normal physical activity, 
the natives who all believe in the omni- 
presence of malignant spirits and “vam- 
pires” are especially frightened at night 
when delusions and hallucinations com- 
pound their usual fears of the supernatural. 

In this connection it is worth mentioning 
that any treatment program is complicated 
by the fact that after the patients are locked 
in their rooms for the night at about 4:00 
p.m. they are essentially unattended, and 
friends or enemies can pass food and drink 
into the rooms through the heavy wooden 
grill. Included may be palm wine, which 
creates many alcoholic problems among the 
natives generally and various drugs, some 
of which may be highly toxic. Hence it is 
not possible to be precisely certain about 
the results of medication because of these 
extraneous complicating factors. 

After discussion of the drugs on hand 
with Dr. Schweitzer and other staff mem- 
bers, I outlined the usage and general re- 


sults in treatment of patients in psychiatric 
hospitals in the United States and sug- 
gested a plan to give Trilafon to the 5 dis- 
turbed patients ; 4 men and 1 woman ; and 
Marplan to 5 who appeared depressed. One 
patient who had depressive features and 
periods of excitement received both drugs. 

With Trilafon, treatment began with in- 
tramuscular injections of 5 mg. with 4 pa- 
tients. The fifth refused the injections and 
was started on oral Trilafon, 8 mg. q.i.d. It 
was possible to shift to the oral route after 
the first intramuscular injection of Trilafon 
with all 4 patients as they appeared now 
able to cooperate with treatment to the ex- 
tent of taking the medication. 

Marplan was started on a 10 mg. t.i.d. 
basis with 5 depressed patients ; 4 men, 1 
woman—one of whom, as noted, was also 
on the dosage of Trilafon, 8 mg. q.i.d. 

It is fairly obvious that diagnosis of pa- 
tients in a cultural setting unfamiliar to the 
psychiatrist, where he has only a rudi- 
mentary familiarity with the language spok- 
en (the system of communication between 
natives and staff involved a sort of “pidgin” 
French), poses problems which can be 
solved only with the help of colleagues on 
the scene, and with reliance upon criteria 
of the grosser but important sort, such as 
motor activity, facial expression, tone of 
voice, ability to relate to examiner and 
others, response to presumably delusional 
and hallucinatory material, and resem- 
blance to categories of psychiatric illness 
encountered elsewhere. 

From what Dr. Friedmann and Miss Ruth 
told me about each patient during the hos- 
pital course along with any past history 
available plus what I observed myself for 
2 days during the stage of planning the 
treatment program, the decision to admin- 
ister the medications as previously described 
was arrived at. It was conceived essentially 
as an experiment to see how the native pa- 
tients would react to the medication and 
whether it would be possible to quiet the 
agitated enough to permit some or all of 
them to join the others outside during the 
day for the purpose of returning them soon- 
er to the community. There was not enough 
of either medication on hand to permit an 
extended treatment program, nor was there 
any certainty about when a further suppiy 
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of drugs would be forthcoming. 

The psychiatric patients make up a very 
small percentage of the total patient load 
each day in the hospital, so that with only 
15 physicians to cope with a staggering load 
of work there is not time to give the psychi- 
atric patients intensive medical attention. 
Whether drugs are given through the 
courtesy of a pharmaceutical firm or pur- 
chased, there is a long and rather unpredict- 
able time before they will arrive. A time lag 
of 3 to 6 months was mentioned to me 
as apt to occur between ordering and recep- 
tion due to the distance from Europe and 
vagaries of shipping. 

After the drugs were begun, I visited the 
unit daily in morning and afternoon, talking 
with the nurse, with the patients, and ob- 
serving them while in the group and also 
from a distance of 30 or 40 feet where I 
could sit casually and comfortably on a 
fallen tree trunk. The majority of the pa- 
tients were clearly soon aware of my pres- 
ence and activity among them. There were 
a few words from some, nods, and occas- 
sionally a greeting. There was a response 
soon noticeable. On the second day of 
treatment 3 of the 5 disturbed patients had 
become appreciably quieter. On the third 
day, two were able to join the patients out- 
side. Two sat on the steps of their rooms, 
participating in this peripheral way in the 
group. Their doors were open, but they did 
not leave the steps to venture further. One 
of these two had been acutely disturbed. 
The patient on Trilafon and Marplan 
seemed to appear more depressed, so the 
Trilafon was discontinued, Marplan dosage 
increased to 10 mg. q.i.d. The fifth patient 
on Trilafon was quieter, but not quiet 
enough to permit out of his room in Miss 
~— opinion, whose judgment seemed 


In the 4 days Marplan was administered, 
some improvement was reperted in one 
male patient and the one female in this 
group, though I was unable to notice any 
significant change myself. This obviously 
was not a long enough period to afford any 
conclusions about Marplan. 

Due to the heavy press of manifold medi- 
cal and administrative duties, Dr. Fried- 
mann did not often have time to discuss 
questions and concerns with Miss Ruth, so 


that with free time at my disposal it was 
possible to talk over with her a variety of 
matters, including the treatment program 
and techniques of handling psychotic pa- 
tients in quite general terms. I made the 
suggestion that if possible some time be 
found for this kind of discussion with Miss 
Ruth by Dr. Friedmann to maintain her mo- 
rale and lessen some of her uncertainties and 
anxieties in a relatively unfamiliar role. 

Recommendations and suggestions about 
present and future drug therapies, as well 
as some points suggested for general man- 
agement in keeping with accepted psychi- 
atric policies in the United States and 
adapted to local circumstances at Lambar- 
ene, were written out and left with the staff 
for future guidance. 

Soon a 6-room additional unit is to be 
built adjacent to the existing 3 units. In 
keeping with psychiatric hospitals every- 
where, the growing load of patients, the 
turn-over in personnel, and the demands on 
the staff present familiar problems to the 
administration at Lambarene. 

However, the pioneer work which has 
been done there on a continent where psy- 
chiatric facilities are for the greater part 
non-existent provides the basis for signifi- 
cant contributions to the development of in- 
sight and understanding of the problems of 
diagnosis and treatment of mental illness in 
Africa, where so little has to date been done. 

While in its adaptation to the circum- 
stances of jungle life, primitive peoples, 
enormous patient demands, and the philoso- 
phy of Dr. Schweitzer, the hospital is quite 
unlike any hospital in the United States, it 
provides for the natives the advantages of 
many benefits of modern medicine and sur- 
gery. It is also apparent that the psychiatric 
care provided benefits from the program of 
utilizing occupational therapy, decreasing 
seclusion hours through the use of drugs, 
putting the unit in the hands of a charge 
attendant or nurse with psychiatric training 
and experience, and helping the patient 
make a transition as quickly as possible 
back to the community through job assign- 
ments on working crews of natives and 
subsequently to his home area. 

It is a situation where the medical super- 
vision of the psychiatrically ill will of neces- 
sity be done by physicians who are not 
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specialists in psychiatry, since the circum- 
stances of the local scene and medical de- 
mands do not make possible or desirable 
the regular presence of any specialists. 
However, specialists in the various fields 
come throughout the year and are always 
ready and willing to contribute as seems 
feasible their ideas, service, and experience 
to the unique and remarkable hospital 
which is Dr. Schweitzer’s personal creation. 

It is, of course, not possible to reach any 
significant conclusions about the efficacy of 
drug therapy in treatment of mental illness 
among the natives in Africa from this proj- 
ect due to the small numbers of patients 
involved, lack of controls, and the brief time 
in which the unit and its patients were ob- 
served. The good response with 4 patients 
receiving Trilafon and some modest im- 
provement with one may have been due to 
the added attention shown them by the 
nurse and myself. However, the same atten- 
tion was shown the 5 depressed patients 
who received the Marplan, but in the same 
length of time they showed no really sig- 
nificant change. This suggests that there 
was a specific action of the Trilafon in les- 
sening both motor and psychic over-activity. 
The antidepressants appear to take longer 
as a rule to have effect than the various 
“tranquilizers,” so that it naturally could not 
be decided that the Marplan was not to be 
effective. Later communications from Lam- 
barene may help to elucidate the effects of 
this, and other pharmacological agents, in 
decreasing seclusion for patients and per- 
mitting them to return more quickly to their 
families and home communities. 

Since relatively few statistics have as yet 
been compiled from the available records in 
the hospital, little can be said about the 
incidence of mental illness among the native 
population served. The hospital has in- 
creased in size steadily through the years. 
The numbers of patients of all kinds have 
grown steadily both in the hospital and in 
the outpatient clinic. The numbers of rooms 
for psychiatric patients have concomitantly 
increased, and 6 new ones are planned for 
the near future. As quarters and treatment 
become increasingly available, it is likely 
that treatment of psychiatric ills will in- 
crease, as is true virtually wherever psychi- 
atric facilities exist. 


It is worth noting that the attitude and 
practice among the native population to- 
ward sexuality is reported by staff members 
who have known them for many years to be 
almost completely permissive, and without 
the neurotic guilt and anxiety characteristic 
of our own culture which has long treated 
sexuality in the rigid, repressive fashion 
familiar to psychiatrists and social scientists. 
Husbands and wives are reportedly free to 
haxe sexual relations as they please outside 
of marriage, and premarital sexuality is 
equally free. As a result, venereal diseases 
are found in virtually all males and females 
old enough to be capable of sexual inter- 
course. Gonorrhea, for example, with its 
many complications, occurs in 96-98% of the 
population. While apparently no anthropol- 
ogist has studied the native culture in the 
Lambarene vicinity, these reports are 
based on long familiarity by a few staff 
members with the natives. 

If Freud’s thesis is correct that the exces- 
sive repression of sexual impulses, feelings, 
and wishes produces a considerable portion 
of neurotic anxiety and related symptoms it 
might be suggested that inhabitants of a 
completely permissive culture, sexually 
speaking, would not have difficulties arising 
from this specific area, at least, of existence. 

In the search for a more adequate under- 
standing of mental health and illness, it is 
conceivable that a close study of such a 
culture as exists in and around Lambarene, 
still essentially unaffected by the moral con- 
cepts of Christianity despite the presence of 
Protestant and Catholic missions might 
yield data that would be of value to psy- 
chiatry in theory and application. 

The fact that Lambarene has been ap- 
parently the only existing facility in French 
West Africa for psychiatric patients, and 
still is the only place where treatment is 
available in thousands of square miles for 
the native and white population, suggests 
its importance for psychiatry in Africa, as 
well as the desire of Dr. Schweitzer to 
utilize as many modern concepts in the 
fields of medicine as is appropriate to local 
realities. It also accords with the interest in 
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Recent studies of response to treatment in 
schizophrenia have reported improvement 
in prognosis since the introduction of the 
tranquillising drugs(1, 3, 8, 11, 13). The 
concomitant presence of other exogenous 
factors likely to affect the course of the dis- 
ease, for example, environmental changes( 2, 
4, 6), attitude of the psychiatrist towards 
drug-treatment, the quality of nursing care, 
and the state of repair of the ward itself(9, 
12) indicates the need for both caution and 
further investigation in other mental hos- 
pitals. 

This report is of a 3-year follow-up study 
of schizophrenics admitted for the first time 
during the periods 1949-53 and 1954-57 in- 
clusive. Nineteen hundred and fifty-three 
was the last year in which tranquillisers 
were not in general use in this hospital, thus 
providing a dividing line (31-12-53) be- 
tween the two eras. Name, sex, age, marital 
status, certified or voluntary, occupation, 
number of admissions during the 3-year fol- 
low-up interval, number of days spent in 
hospital in this time, and treatments given, 
were obtained for each first-admission schiz- 
ophrenic. An upper age limit of 45 was ap- 
plied to avoid the diagnostic difficulties of 


1 We are indebted to Dr. A. M. Wyllie, Phy- 
sician-Superintendent, for making hospital records 
available to us. 

2Senior Registrar, Kingseat Hospital, New- 
machar, Aberdeenshire, Scotland. 

8 Clinical Clerks, Aberdeen Royal Mental Hos- 
pital, Scotland. 
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TABLE 1 


middle-age delusional illnesses. Outcomes at 
3 years were classed as 1. One admission 
with subsequent discharge; 2. Relapsing— 
more than one admission within 3 years ; 
3. Chronic—never discharged during the fol- 
low-up. The administrative routine of the 
hospital ensured approval of the diagnosis 
in every case by the Senior Consultant, 
so reasonable consistency was probably 
achieved in the clinical spectrum. 

The 890-bed hospital serves the agricul- 
tural and seaward counties of Aberdeen- 
shire, Banffshire, and Orkney Islands, total 
population 216,203(14). No outstanding 
change occurred in this population during 
the period involved. 


RESULTS 


Two hundred and twenty-one first-attack 
schizophrenics were admitted during 1949- 
57 inclusive. One hundred and nineteen were 
male, 102 female ; 105 (47.5%) were certi- 
fied. In 1949-53 there were 128 admissions, 
in 1954-57, 93. During the same period 
1949-57, total first admissions of all diag- 
nosis comprised 2280 cases. Comparison of 
yearly first-admissions “all diagnosis” totals 
with first admission schizophrenia figures 
(Table 1), shows no admission trends other 
than the minor role of new cases of schizo- 
phrenia in bed-occupancy. 

The distribution of schizophrenics by sex, 
marital state (unmarried), and mean age 
appears in Table 2. 


1949 1950 1951 


1952 


All Diagnosis 256 265 279 
Schizophrenia 28 33 27 


254 


16 24 20 18 33 


TABLE 2 


Male Schizophrenics 


No. Unmarried Mean Age 


Female Schizophrenics 


No. Unmarried Mean Age 


26.7 
27.9 


58 (89%) 
43 (79%) 


27.8 128 
29.1 


63 42 (66%) 
39 19 (49%) 


1954-57 54 
529 
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The sample shows for both periods the 
usual higher proportion of males, and the 
unmarried, with no marked difference in 
mean age at admission for either sex or be- 
tween epochs. The occupational distribution 
for males reflects the economy of the dis- 
trict, and confirms the greater loading in the 
labouring classes (social group 4 and 5). 


percent gain in female one-attack cases 
(from 55.5% to 64%), compared with males 
(69% to 72%) from the earlier to the later 
epoch. These gains are unlikely to be sig- 
nificant but serve to indicate the trend. The 
bulk of cases displaced from the male 
chronic group has shifted into the higher 
percent relapsing in the 1954-57 era (12.3% 


TABLE 3 


Occupation 


Number Percent of sample 


Professional 
Farmers, crofters 
Tradesmen 
Fishermen 

Farm servants 
Labourers 


8% 
5% 
27% 
10% ) 
34% ) 60% 
16% ) 


The dominant position of the farm servant 
class and the surprisingly high percentage 
of classes 4 and 5 among the schizophrenias 
in comparison with the general population 
of North East Scotland may have some rela- 
tion to a close breeding tendency in the 
district as well as to the schizophrenic crav- 
ing for solitude in the open. The sample of 
schizophrenics under consideration conforms 
broadly in character to the national pattern 
for this illness in sex-ratio, marital status, 
and occupational-social class noted else- 
where. 

Outcome of Treatment: The fate of all 
cases at 3 years from first admission by per- 
centage in each possible type of outcome is 
shown in Table 4. 


to 24% relapsing), while for females the 
spared chronics have moved into the one- 
attack percentage of 1954-57. The import of 
these changes in later years is not entirely 
clear but may depend in part on the treat- 
ments exhibited de novo at this time. Break- 
down of the relapsing group into numbers 
with 2, 3, 4, 5, or 6 readmissions appears in 
Table 5. The increased number of females 
with 3 or more admissions may represent 
potential chronics whose stay has been 
shortened sufficiently by new treatment re- 
gimes to bring them, at the price of frequent 
readmissions, into the relapsing class. Pre- 
sumably an equivalent proportion of “re- 
lapsing” schizophrenics were transformed 
by treatment into one-attack cases. The 


Male 
Outcome % 


% % 


One attack 69.0% 
Relapsing 12.3% 
Chronic 18.4% 

Totals 100.0% 


55.5% 
30.0% 
14.2% 
100.0% 


72.2% 25 64.0% 
24.0% 12 30.9% 

3.7% 2 5.1% 
100.0% 39 100.0% 


There are 2 noteworthy features among 
these figures. 1. The very significant re- 
duction in percent cases becoming chronic 
for both sexes from about 15% (18.4% and 
14.2%) in 1949-53, to about 4% (3.7% and 
5.1%) in 1954-57; 2. The more impressive 


raised proportion of 3 and more attack pa- 
tients in the later period is in keeping with 
the trend reported elsewhere as an ac- 
companiment of shortened duration of stay 
in hospital(8, 13). Among the men, the 
situation is reversed, with little change in 


Social group Percent of N. E. 
1 10 2.3% 
2 7 23.5% | 
3 23 42.5% 
4 12 
a 5 39 32.0% 
19 
: | 1949-53 1954-57 
Female Male Female 
19 13 
g 2 
63 54 
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1954-57 % 


Female 
1949-53 % 


10 
3 


—) 

—) 

—) 
Total 13 
Group Total 54 


18.5% 


17 27.0% 
2) 
—) 
—) 
19 
63 


5.5% 3.1% 


the ion of 3 or more attack patients 
(4.6% and 5.5%), but a very clear accumula- 
tion of 2-admission cases in 1954-57 (7.7% to 
18.5%). The general picture is of less chron- 
icity without greatly increased relapse fre- 
quency, about two-thirds of both sexes hav- 
ing only 1 attack within a 3-year follow-up. 

Table 6 indicates the mean duration of 


shortening of l-attack mean stay for both 
sexes in the more recent epoch may be a 
hint of a trend which has not yet become 
statistically detectable. Similarly a trend 
towards lengthened mean stay in the relaps- 
ing groups may be under way, as might be 
anticipated if the hypothesised shortening 
of the stay of potential “chronics” in the 


TABLE 6 
Mean No. of Days Spent in Hospital 


1949-53 1954-57 


One attack 
Male 
Female 

Relapsing 
Male 
Female 


225 (N-45) 
167 (N-35) 


214 (N-39) 
136 (N-25) 


367 (N- 8) 
440 (N-19) 


467 (N-13) 
475 (N-12) 


hospital residence in the 3 years following 
first admission, measured in days, for 1-at- 
tack and relapsing cases. There has been no 
significant alteration in the mean time spent 
in hospital from 1949-53 to 1954-57, for 
either sex, whether one attack or relapsing. 
Females show a mean 1-attack stay in hos- 
pital of about half the duration of 1-attack 
males, though not statistically significant, 
presumably due to the wide variations of 
the time spent in hospital (range for males 
12-937, for females 28-672). The slight 


more recent period is in fact bringing a 
number of these within the limit of the 
3-year follow-up, albeit only just within, and 
so pushing higher the mean length of stay 
for the relapsing group. 

Categorising the sample by treatments 
given and calculating mean number of days 
in hospital for each type of treatment, using 
l-attack cases only, produces the following 
figures. In 6 cases modified insulin only 
seemed to have been used, so these were 
excluded. The group labelled tanquillisers 


TABLE 7 
Mean Days in Hospital for Various Treatment for All Years 


ECT only 


Insulin Coma Tranquilizers 


119 (N-21) 
96 (N-26) 


(N-20) 
147 (N- 9) 


243 (N-14) 
104 (N- 5) 


344 (N-15) 
187 (N-10) 


Male 
No. of Admissions 1949-53 % 1954-57 % 
2 5 7.1% | 8 20% 
3 2) 2) ae 
1) 10% + 
1) 
12 
69 
4 
ECT & insulin Coma 
Female 
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includes all cases in which these drugs were 
used, with or without other physical treat- 
ments, but excluding insulin coma therapy. 
Tranquillisers alone were used in only 2 
females. The important differences are those 
between “E.C.T. only” and “tranquillisers,” 
for both sexes. The factor determining 
length of stay is probably the clinical sever- 
ity of the individual case rather than the 
treatment used, the more severe or less re- 
sponsive having greater risk of exposure to 
new or further lines of therapeutic attack. 
The outcome for first-admission schizo- 
phrenias in terms of number still in hospital 
at varying time intervals up to 3-years from 
admission date can be seen from Table 8. 


problem of diagnostic consistency. In this 
particular instance it underlines the need 
for great caution in interpreting claims of 
miraculous improvement in the treatment 
of schizophrenia by the use of “tranquil- 
lisers.” If this method of assessment does 
reflect the results of treatment, it tends to 
show that in this instance there has been no 
apparent shortening of stay in hospital since 
the introduction of these drugs. Among the 
l1-admission cases of both sexes less than 50% 
received tranquillisers in the years 1954-57. 
Those so treated had for both sexes a longer 
mean duration of hospitalisation than for 
any other treatment used. E.C.T. on its own 
was associated with the shortest mean stay, 


No. of Patients Still in Hospital at 3-Monthly Intervals after First Admission 
Months after First Admission 


2 24 27 30 33 % 


(1949-53 
(1954-57 
(1949-53 
Female (1954-57 


Total 


9 8 18 
9 6 7 8 6 8 
21 3820 15 15 13 12 
6 8 9 8 6 7 


All patients are included without regard 
to whether one-attack, relapsing or chronic, 
and this should be borne in mind in con- 
sidering the table. 

In 1949-53, 66% of first-admission schizo- 
phrenias were out of hospital within a year, 
and 70% in 1954-57, among males. For fe- 
males corresponding figures are 68% and, 
surprisingly, 82% in the later sample. At 36 
months of males 23% remained in hospital in 
1949-53 group, and 18% in the other. Of 
women, 20% were still inpatients at 36 
months, in both 1949-53 and 1954-57. These 
percent discharges remain lower than Nor- 
ton’s (1961) report of 86.7% of schizophre- 
nics discharged within one year and only 
10% remaining in hospital at the end of 2 
years(8). 


CoMMENT 


The crudeness of the length of stay 
method in indicating therapeutic effective- 
ness is recognised, but it does provide a 
simple yardstick for comparisons between 
hospitals and overcomes, by ignoring it, the 


while insulin coma occupied an intermedi- 
ary position. A likely explanation is that the 
tranquillisers took second place to the phy- 
sical treatments in the favour of psychi- 
atrists at this hospital, and were therefore 
never used with sufficient intensity or per- 
sistence. Another proposition would suggest 
that the lowering of chronicity from about 
15% to about 5% in 1954-57 without rise in 
the mean duration of stay, implies of neces- 
sity, a shortening of stay in the “ex-chronics” 
now included with the 1-attack and relaps- 
ing classes. This may suggest in turn, that 
these ex-chronics are a relatively resistive 
group to most forms of therapy and they 
tend as a result to have the whole spectrum 
of treatments used on them including tran- 
quillisers, thus prolonging the mean dura- 
tion of stay of the particular class (1-attack, 
relapsing) they happen to enter, so tending 
in a time study to give an adverse impres- 
sion of the effectiveness of the tranquillisers. 

The shorter mean stay in hospital of fe- 
male schizophrenics may be related to the 
supposed lesser severity of the illness in 


= TABLE 8 
6 4 31 23 22 2 2 
54 36 24 16 15 13 12 
63 43 24 19 20 22 23 
39 23 ll 7 7 Q 7 
221 


1961 ] 
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women(5, 7, 10), and is quite striking in 
this sample. In the parallel measure of per- 
centage l-attack, relapsing, and chronic, 
however, there is no evidence of a greater 
recovery potential in women, both sexes in 
the later period showing the same propor- 
tion generally of each outcome. The im- 
provement in the proportion of 1-attack fe- 
males from 1949-53 to 1954-57 is no doubt 
partly due to a change of discharge policy 
from, paradoxically, an early discharge sys- 
tem in the earlier years to a more conserva- 
tive longer stay system recently. The 5% 
chronics may be the indestructible few who 
will form the base-line for estimates of 
future bed requirements. These figures do 
not agree with other reports that the recent 
increase in schizophrenic admissions is at- 
tributable to more frequent relapse admis- 
sions—the tendency among females in this 
sample is to a reduced relapse rate in the 
follow-up to 3 years, but males do show a 
trend towards higher number relapsing in 
the more recent period (24.0% cf. 12.3% in 
1949-53). 

The figures reported here seem to indi- 
cate the conformity of this hospital to the 
national pattern of greatly improved prog- 
nosis for first-admission schizophrenia, with 
a few minor differences attributable to a 
more conservative, and possibly more re- 
sponsible, attitude to what constitutes fitness 
for return to the community. The latter 
point is underlined in the comparative mean 
lengths of stay of “ever-discharged” cases— 
in Norton’s (1961) (8) sample 63 days in re- 


cent years, in this Scottish sample over 200 
days. Evidently in Scotland the county men- 
tal hospital will continue to fill a need while 
bed-days per patient remain at this level. 
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AGE AND THE SELF CONCEPT '* 


KENNETH L. BLOOM, Pu.D.*: 


The literature on aging frequently refers 
to decline with age in the physical, social, 
economic, and psychological areas. Obser- 
vational data suggest that many old people 
are not well adjusted. There is, however, 
scant experimental evidence to support 
these contentions. 

Birren(1) suggested that essential char- 
acteristics of life change with age and re- 
commended that chronological age be used 
as an independent variable to study the in- 
fluence of age on life situations. 

Several theoretical formulations concern- 
ing the degree and direction of change in 
personality with age have been reported. 
Kuhlen(6,7) found a curvilinear relation- 
ship between age and degree of personal 
happiness and attributed these findings to 
changes in time perspective. Slotkin(10) 
also theorized a curvilinear relationship be- 
tween age and adjustment but attempted to 
explain the aging process in terms of Buh- 
ler’s 5 stages of life. 

Buhler(3) contended that the adult peri- 
od can be divided into 3 phases : a period 
of expansion, of stability, and of restriction. 
During the expansion phase, the individual 
is working toward making a stable adjust- 
ment. After achieving and maintaining a 
level of stability, the individual enters the 
restriction phase which is characterized by 
an attempt to test the results of his life and 
to find gratification in his past accomplish- 
ments. 

Linden and Courtney(8) contend that the 
human life span follows a cyclical pattern. 
In their clinical practice, they observe peri- 
ods of physiological and psychological up- 
heaval from which the individual recovers 


1 This article is adapted from a dissertation sub- 
mitted to Teachers College, Columbia University, 
in partial fulfillment of the requirements for Ph.D. 
The author would like to acknowledge the con- 
tributions and encouragement provided by his 
dissertation committee, Professors Albert S. 
Thompson, Abraham Jacobs, and Irving Lorge. 

2 The study was completed while the author 
was a Counseling Psychologist Trainee at the 
Veterans Administration Hospital, Bronx, N. Y. 

3 Now at Psychology Service, Veterans Adminis- 
tration Hospital, Brooklyn, N. Y. 
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until the cycle is repeated. They do not 
hypothesize a downtrend in adjustment 
with age. They conclude that maladjustment 
in old age results from the conflict between 
chronological age, expectation of the self, 
and the expectations of others. 

Phillips(9) concluded that the most sig- 
nificant factor in determining emotional ad- 
justment in old age was the person’s percep- 
tion of himself as old and his assumption 
of the role of an old person. Havighurst(5) 
used the term “role flexibility” which he de- 
fined as the ability of the individual to 
change roles easily and which he considers 
essential for good adjustment in old age. 
This point of view is closely related to that 
of Snygg and Combs(11) who theorized 
that the inadequacy of the phenomenal self 
to accept its perceptions results in the most 
serious threat to personality. It would seem 
that self concept theory is an adequate 
frame of reference from which to study the 
aging process. 

Self acceptance and self rejection are as- 
pects of the self concept and have been 
used frequently as a measure of personal 
adjustment. It is logical to assume that the 
correlates of the aging process result in dif- 
ferences in self acceptance and self rejec- 
tion. The present study attempts to test the 
hypotheses that self acceptance decreases 
and self rejection increases as individuals 


grow older. 


METHOD 
Subjects 

The sample consisted of 83 white male, 
surgical patients at the Bronx VA Hospital, 
a GM&S hospital in the Metropolitan New 
York area. Subjects (Ss) were patients with 
surgical disabilities of a nonchronic and 
nondisabling nature who had been hospital- 
ized for relatively short periods of time. 
Typical diagnoses were hernia, hemorrhoids, 
deviated nasal septum, varicose veins, etc. 

Background data suggests that the sam- 
ple was representative of native-born Amer- 
icans in urban communities. The mean ed- 
ucational level of the group was 10.7 grades. 


| 
; 

3 

4 

q 


1961 } 


KENNETH L. BLOOM 


535 


The correlation between age and educa- 
tion was —.31. Occupationally, the group 
consisted primarily of skilled trades, crafts- 
men and clerical workers. Information rela- 
tive to post-hospital plans revealed that 80% 
intended to return to their previous jobs 
upon leaving the hospital. 

The above data indicate that we are not 
dealing with a “marginal” or “abnormal” 
group but it is recognized that the results 
of the study are only suggestive and can- 
not be applied per se to the general popula- 
tion. 


Procedure 

An adjective checklist (ACL) was de- 
veloped by selecting items which a group 
of “experts” (psychologists, social workers, 
and physicians) agreed would differentiate 
younger from older persons. The adjectives 
were then administered to a patient sam- 
ple who met the same criteria as the pro- 
posed subjects of the study. The patients 
rated the items as favorable, unfavorable, 
or neutral. Those adjectives rated by over 
50% of the sample as either favorable or un- 
favorable with no more than 10% disagree- 
ment were included in the final checklist. 

The final form of the ACL consisted of 
63 favorable or positive items and 32 un- 
favorable or negative items. 

Split half reliabilities for positive and 
negative scores were .93 and .88, respec- 
tively, indicating an adequate degree of in- 
ternal consistency in the scale. 

Ss were tested as close to their discharge 
date as was medically feasible. This period 
ranged from 4-7 days post-surgery. The Ss 
were asked to make a check or a zero next 


TABLE 1 


to each item on the scale to indicate whether 
the adjective described “the way you are.” 
Numbers were assigned and names were 
omitted from the checklists and personal 
data blanks to limit defensiveness. There 
was no time limit. After completing the 
checklist, Ss were assisted in completing the 
personal information blanks. 

Definitions 

Chronological age was the age of the sub- 
ject at the time of examination. Perceived 
age was based on subjects’ self ratings as 
reported on the personal information ques- 
tionnaire. Each subject was asked to classi- 
fy himself as young, middle-aged, or old. 
It was found that very few persons per- 
ceived themselves as old. For the purposes 
of testing the hypothesis of the study, per- 
ceived age was divided into 2 categories, 
“young” and “middle-aged and over.” The 
biserial correlation between chronological 
age and perceived age was .67. 

For purposes of measurement, self ac- 
ceptance was defined as the positive score 
or the total number of positive adjectives 
attributed to the self and self rejection was 
defined as the negative score or the total 
number of negative items selected. 


RESULTS 


Correlation analysis was used to test the 
hypothesis pertaining to the relationships 
between age and the self concept. Product- 
moment correlations were computed be- 
tween chronological age and the self con- 
cept measures and biserial correlations were 
used with perceived age. 

An item analysis was performed to identi- 


Means and Standard Deviations for Self Acceptance and Self Rejection Scores by Chronological and 
Perceived Age Groups 


SELF ACCEPTANCE 


CHRONOLOGICAL 


Middle-Old 


20-29 17 49.5 10.00 5.9 5.84 
30-39 20 53.0 6.93 42 4.79 i) 
40-49 16 57.4 4.30 3.1 3.69 ET 
50-59 15 56.2 4.94 3.9 3.49 saat 
60-69 15 53.4 6.80 5.1 4.84 ets 
PERCEIVED 
Young 43 54.5 7.32 41 4.64 
40 53.1 2.66 48 4.94 
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fy the specific traits upon which individuals 
differ with age. A younger group (39 years 
of age and under) and an older group (50 
years and over) were contrasted. The chi- 
square technique was used to test the sig- 
nificance of the differences between the 
groups. 

In all statistical treatments, the 5% level 
was used as the accepted level of confi- 
dence. 


stubborn than do older individuals. The 
traits, calm, cautious, dignified, mature, 
quiet, wise, and unnecessary were found to 
be more characteristic of older persons. 


Discussion 


Because of the limited number of Ss and 
the nature of the sample used, the findings 
are only suggestive and subject to further 
research. 


TABLE 2 


SELF ACCEPTANCE 


Chronological 
Perceived 


17 
—.10 


It can be seen from the data summarized 
in Tables 1 and 2 that the correlations be- 
tween self acceptance, self rejection and age 
were not significant. The hypotheses sug- 
gesting a decline in self acceptance and an 
increase in self rejection with age are not 
accepted. 


The results suggest that similarities in self 
perception outweigh differences. Since the 
items on the scale were clearly either posi- 
tive or negative, it is probable that the 
tendency of individuals to present them- 
selves in the best possible light reduced 
some of the differences that might exist. 


TABLE 3 
Product-Moment Correlations, Correlation Ratios, and “F” Tests for Significance of Curvilinearity for 
Self Acceptance and Self © < ‘pie 


STATISTICAL MEASURE 


Product-Moment r 
Correlation Ratios 
“F” Test for Significance of Curvilinearity 


17 
35 
2.76* 


* Significant beyond the accepted level. 


The data presented in Table 3 indicate 
a significant curvilinear relationship be- 
tween chronological age and self accept- 
ance. The relationship between chronologi- 
cal age and self rejection was not signifi- 
cant. 

The results suggest that self acceptance 
increases from age 20, reaches a peak dur- 
ing the 50-59 year decade, and then begins 
to decline. 


Item Analysis 

Eleven of the items on the ACL signifi- 
cantly differentiated younger from older 
persons. More younger persons view them- 
selves as athletic, reckless, mischievous, and 


The similarities in self perception can also 
be expected in view of the fact that indi- 
viduals do not change drastically with age. 
The scope and direction of the differences 
that do occur, however, provide some in- 
sight into the psychological aspects of ag- 
ing. 

The hypothesis that self acceptance de- 
creases and self rejection increases with age 
was not sustained. It is believed, however, 
that the assumption underlying this hypo- 
thesis was too simple. It is true that when 
self acceptance and self rejection scores 
were correlated with age over a wide age 
band no relationships were found. Within 
limited age ranges, differences do occur on 
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a linear basis. From ages 20-49, for exam- 
ple, there is a rectilinear increase in self 
acceptance with a decrease during the 50- 
59 year period. 

The findings therefore suggest a curvi- 
linear relationship between chronological 
age and self acceptance, which lend support 
to the conclusions of Kuhlen(6, 7), Slotkin 
(10), and Buhler(3). 

is curvilinear relationship can be vari- 
ously interpreted. Both the theories of time 
perspective and that of life stages can be 
applied. These two theoretical positions are 
closely related but the time perspective ad- 
vocates appear to be taking a narrow view 
of the effect of time on adjustment. 

Time perspective theory contends that 
the realization by older people that time 
and life are finite results in loss of personal 
happiness and may contribute to adjust- 
ment problems, but this realization may be 
influenced by the extent to which problems 
arise in critical life situations. Time perspec- 
tive may be viewed as one aspect of the 
theory of life stages which appears to be a 
much broader and more meaningful frame 
of reference from which to explain age dif- 
ferences in self perception. 


Description of the Aging Process 

Based on the results of the present study 
along with the previous findings of Kuhlen 
and Buhler’s theory, the following descrip- 
tion of the aging process was formulated. 
During the 20-29 year period, most indi- 
viduals are confronted by personal problems 
in a number of areas for which they seek 
solution. Some of these problems are : the 
need to make a satisfactory vocational ad- 
justment ; increased responsibilities ; anxiety 
over interpersonal, social, and sexual prob- 
lems ; and so forth. These adjustment prob- 
lems lead to doubts concerning the indi- 
vidual’s self worth or self esteem, hence 
self acceptance is at a low ebb. As the in- 
dividual finds solutions for these problems, 
self acceptance increases, until in the 40's, 
most individuals have achieved some meas- 
ure of stability. During the 50-59 year peri- 
od, possibly as a result of the stereotypes 
of aging along with concrete evidence of 
slowdown in functioning, there comes the 
realization of getting old. The individual 
is again confronted by doubts and anxieties 


and thus self acceptance declines. 

Decline appears to set in during the 50- 
59 year period which is earlier than that 
suggested by Buhler but later than that 
hypothesized by Kuhlen. 

The item analysis provides additional evi- 
dence on the nature of age differences in 
self perception. The adjectives chosen more 
frequently by older persons agree to some 
extent with the psychological criteria of old 
age outlined by Cavan, et al.(4), but par- 
ticularly noteworthy is their close parallel 
to the positive stereotypes of aging. One can 
picture the dignified, mature, quiet, and 
wise older person. It would seem that older 
persons have incorporated these positive 
stereotypes into their self concepts. Al- 
though this may be a sign of defensiveness 
rather than of good adjustment, it should 
not be looked upon as a negative phenome- 
non. It may be viewed as an attempt by 
older persons to defend the self against the 
“external threat of aging” and therefore it 
serves an adjustive function. 


SUMMARY 


An adjective checklist, designed by select- 
ing items which a group of “experts” agreed 
would differentiate younger from older per- 
sons and which was found to be adequately 
reliable and valid, was administered to 83 
white male, VA surgical patients ranging 
in age from 20-69 years. Ss were asked to 
describe “the way you are.” 

Derived self acceptance and self rejec- 
tion scores were correlated with chronologi- 
cal age and with a self rating of perceived 
age. Responses were analyzed to identify 
the specific traits which differentiate be- 
tween individuals on the basis of age. 

The findings indicate that similarities in 
self perception with age outweigh differ- 
ences. A curvilinear relationship was found 
between chronological age and self accept- 
ance supporting both the theories of life 
stages and time perspective. Self acceptance 
increases from the 20’s until the 40-49 year 
period at which time there is a downward 
turn. The item analysis suggested that older 
persons incorporate certain of the positive 
stereotypes of aging into their self concepts. 
A description of the aging process was out- 
lined. 
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This is a further report of the therapeutic 
efficacy of the anabolic male steroids in 
fecal and urinary incontinence. The male 
hormone testosterone has been used in the 
enuretic patient with some success. We 
were stimulated by the observations of 
Eisenberg and Gordon on animals to de- 
termine the clinical usefulness of the ana- 
bolic compounds belonging to the andro- 
genic group in bladder and bowel inconti- 
nence in humans. Eisenberg and Gordon 
observed that the levator ani muscle atro- 
phies after castration, and that if muscle 
weight can be restored by treatment with 
potent anabolic androgenic steroids, it is 
evidence that these steroids have a true my- 
otrophic action on the levator ani muscle 
(1). The question was raised by the au- 
thors (GV & MV), whether such a myotro- 
phic effect produced in the human levator 
ani muscle might not result in a lessening of 
fecal and urinary incontinence. 

The first clinical trial was conducted by 
one of us (GV with L. Fink) on 11 incon- 
tinent mental patients with the anabolic- 
androgenic steroid norethandrolone (Nile- 
var, Searle) with encouraging results(2). 
Further studies were done by Vaisberg, 
Michael and Saunders(3), Sherman(4), 
and Vaisberg and Saunders(5), confirming 
the preliminary results. 

The search for compounds with the high- 
est ratio of anabolic potency to androgeni- 
city has continued. One of the most promis- 
ing products of this search, methandrosteno- 


1 We wish to express our appreciation to Charles 
Buckman, M.D., Senior Director of Kings Park 
State Hospital, Pompeo S. Milici, M.D., Assistant 
Director, and Reuben M. Cares, M.D., Director 
of Clinical Laboratories for their interest and 
cooperation. We are thankful to Joseph O’Neil, 
R.N., and the charge attendant Mr. William Moore 
and the ward personnel for their wholehearted 
thorough help. We are obliged to the Ciba Phar- 
maceutical Products Inc., Summit, New Jersey, for 
making this study possible by the generous supply 
of the medication. 

2 Kings Park State Hospital, Kings Park, N. Y. 
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lone (Dianabol, Ciba)* was selected for 
this study. It is described as having the 
most potent anabolic activity of any of the 
agents currently available(6). Chemically, 
it is 17 «-methyl-17 8-hydroxyandrosta-1,4- 
dien-3-one. 

OH 
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METHOD 

This 33-week study was divided into 3 
phases. Sixteen male mental patients, in- 
continent of urine and/or feces were treated 
with Dianabol for 7 weeks (phase 1). They 
received 10 mg. of Dianabol orally in tablet 
form each morning. After cessation of medi- 
cation aftereffects were carefully followed 
for 14 weeks (phase 2). Late effects were 
observed over an additional 12-week period 
(phase 3). Patients were selected regardless 
of psychiatric diagnosis or assumed etiology 
of incontinence. The only criterion for selec- 
tion was persistent incontinence. The pa- 
tients served as their own controls. Ten were 
white ; 6 Negro. Ages varied from 39 to 71 
years; average 59 years. Hospitalization 
ranged from 8 to 35 years, with a history of 
incontinence from 2 to 25 years ; average 12 
years. All 16 were incontinent of urine, and 
12 were also incontinent of feces. The psy- 
chiatric diagnosis of this group are tabu- 
lated in Table 1. Three patients suffered 
from incontinence which would be con- 
sidered to have a neurogenic cause. One 
was manic-depressive, and 12 belonged to 
the schizophrenic group, in which the in- 
continence might be considered a part of 
the behavior disturbance. All were ambu- 


3 Trademark of Ciba, Summit, New Jersey. 
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Date of 
Admission 


1/9/44 


4/9/28 
4/11/33 


1/5/53 
1/23/46 
3/22/34 

12/28/32 
2/19/53 
12/7/26 

12/10/37 


11/24/28 
9/11/29 
4/19/28 
9/22/37 
6/29/48 
1/14/49 


: 


unknown 
Left hemiplegia 


Evaluation : Continent—1, very good improvement—2, good improvement—3, some improvement—4, no improvement—5. 


U—urinary incontinence. 
F—fecal incontinence. 


latory, mentally-deteriorated cases, living in 


a closed ward. Some had been treated with 
ECT and insulin coma. The two syphilitic 
patients had received repeated series of 
antiluetic treatment with no improvement 
as to incontinence. Most had been on var- 
ious psychotropic drugs over extended 
periods without any obvious trends toward 
continence. All medication and treatments 
were terminated before the initiation of the 
study. All were screened for interfering 
bladder, prostate, kidney and liver condi- 
tions. They were weighed before, during 
and after the study. The following labora- 
tory studies were done before and after 
completion of the study : blood, total bili- 
rubin, cholesterol esters, cephalin floccula- 
tion ; thymol turbidity, B.U.N., N.P.N., al- 
kaline phosphatase, calcium, creatinine, total 
protein, A/G ratio; complete blood count 
and differential, morphology, urine ; albu- 
min, sugar, microscopic, creatinine. 

Ward personnel were advised not to in- 
form the patients about the purpose of this 
trial. Their deteriorated mental conditions, 
with outstanding indifference, lack of drive 
and interest, and deeply reduced intel- 
lectual capability facilitated this task. Per- 


sonnel were further advised not to change 
any procedures concerning fluid and food 
intake or ward routine; also not to make 
any of the usual efforts to prevent wetting 
or soiling. This new attitude was instituted 
before the start of the study in order to try 
to eliminate any antagonistic reactions on 
the part of the patients and any “condi- 
tioning circumstances”(7). No attempt at 
individualization of dosage was made in 
the resistant cases. Ward charts were kept 
on which the responses ( wetting-w, soiling- 
s, and continence-o), were carefully regis- 
tered daily for each of three 8-hour periods. 


RESULTS 


During phases 1 and 2, 7 of the 16 pa- 
tients who were incontinent of urine showed 
very good improvement almost immediate- 
ly and became continent (Nos. 5, 6, 8, 9, 
11, 15, 16) ; 2 patients showed good im- 
provement as to bladder control (Nos. 1 
and 4) ; 4 patients showed some improve- 
ment (Nos. 3, 10, 12, 13). No initial im- 
provement as to urinary incontinence oc- 
curred in 3 patients (Nos. 2, 7, 14). During 
phase 3 all patients became continent of 
urine. 


TABLE 1 
ae Pt. Color Inconti- Results in Phases 1&2 Phase 3 Diag- 
No. and Age _—nent Since in Urine in Feces and F. nosis 
8 |_| | C-64 1947—U&F 1 Ps. w Sy. : 
Men.-Enc. 
me 2. W-71 1952—U&F 1 D.P.P. 
4 | | W-66 1954—U&F 1 Man-Depr. : 
Mixed 
ery 4. W-47 1954—U _ 1 D.P.P. 
5. C-39 1946—U&F 2 1 D.P.H. 
6. C65 1936—U 1 D.P.H. 
w-58 1947—U&F 3 1 D.P.S. 
8. W-46 1954—U 1 D.P.P. 
9. Ww-60 1947—U&F 2 1 D.P.P. 
a 10. W-66 1950—U&F 2 1 Ps. w Sy. 
Men.-Enc. | 
11. C-67 1941—U&F 2 1 D.P.P. 
es 12. C-62 1950—U&F 2 1 D.P.C. [ 
oye 13. W-68 1948—U&F 2 1 D.P.C. 
meet 14. W-63 1948—U&F 4 1 D.P.P. 
15. w-49 1952—U 1 D.P.H. 
16. 1959—U&F 2 1 


1961 } 


GEORGE VLAVIANOS, GIDEON SEAMAN, AND MARIA VLAVIANOS 


541 


Of the 12 patients, incontinent additiona- 
ally of feces, 10 showed very good improve- 
ment and became continent of feces (Nos. 
1, 2, 3, 5, 9, 10, 11, 12, 13, 16) ; 1 showed 
a slow but progressively good improvement 
(No. 7) ; and 1 showed some improvement 
as to fecal incontinence (No. 14). The 2 
latter patients became continent of feces 
during phase 3. Their improvement might 
be considered a late reaction. All 16 pa- 
tients were continent of urine and feces 
during phase 3. Two expressed subjectively, 
and evidenced objectively, an improvement 
in general physical condition as to vigor, 
though weight remained steady (Nos. 5 
and 9). There were no significant weight 
changes observed in the whole group. Three 
showed some improvement in mental condi- 
tion (Nos. 8, 9, 16). They were observed to 
be in better contact, more alert, and more 
active. They started to work on the ward. 
Laboratory findings remained within nor- 
mal limits. There were no side-effects ; no 
jaundice(8) was observed. 


Discussion 
We became interested in helping the in- 


continent patient as incontinence is one of 
the main factors which makes the elderly 
patient unfit for domiciliary care and leads 
to his admission to a mental institution. In 
the mental institution the incontinent pa- 
tient presents a severe nursing problem. The 
situation is aggravated by the shortage of 
nursing personnel. Unfortunately, the phy- 
sician in the mental institution has shown a 
laissez-faire attitude toward this problem in 
the past. We are well aware that it would 
be foolhardy to believe that any one agent 
would be effective in correcting all the 
types of incontinence which Jackman classi- 
fies (referring specifically to fecal inconti- 
nence) as : 1. Traumatic ; 2. Congenital ; 3. 
Acquired(9). 

Many of the incontinent patients will be 
helped only by surgical intervention. Fre- 
quently incontinence is the price paid for 
life-saving surgery, and plastic surgical 
methods, such as transplantation of the 
gracilis muscle, have been recommended for 
rectal incontinence(10). It would be of 
great interest to learn from the surgeon 
and pproctologist whether conservative 
treatment with anabolic steroids might be 


of help in some cases considered at present 
as surgical, or in the aftercare of such 
cases in which surgery is strictly indicated 
as a life-saving method. 

The mechanisms by which the anabolic 
agents may exert a clinically observed effect 
on bladder and bowel incontinence are still 
poorly understood. Gaston(11, 12) subdi- 
vides fecal incontinence into “sphincteric 
continence” and “reservoir continence” and 
explains that both sphincteric and reservoir 
continence must be retained if normal fecal 
control is to be preserved. It is beyond the 
scope of this study to discuss the various 
methods designed by Gaston and others for 
the study of the physiology of the sphincter- 
ic apparatus. This study with assumed 
myotrophic effect of the steroids on the anal 
musculature may give an impetus to look at 
previous physiological concepts from a new 
angle, and may lead to further physiological 
experimentation on humans which may af- 
firm the still hypothetical pharmacodynamic 
action. 

In order to study or to exclude any 
placebo action, conditioning circumstances, 
or the influence of individual and cultural 
determinants, the present dramatic results 
warrant further trials. The studies should be 
extended to a variety of patients with vari- 
ous etiologies of incontinence, and to dif- 
ferent environmental and cultural settings 
(7, 13, 14, 15, 16). 

The effect of the anabolic male steroids 
in female incontinent patients and in chil- 
dren is also worthy of investigation. 


SUMMARY 


Inability to restrain bodily discharges is 
a problem of both individual and social con- 
cern. In the mental institution the incon- 
tinent patient presents a severe nursing 
problem. After preliminary encouraging re- 
sults obtained in a previous clinical trial, 
and confirmed by other authors, a further 
33-week clinical study was conducted on 16 
male patients with bladder and/or bowel 
incontinence with a new anabolic steroid 
(Dianabol). The dramatic results of con- 
tinence in all 16 patients whose physical and 
mental resources were of the lowest, en- 
courages us to recommend the anabolic 
androgensteroids in bladder and bowel in- 
continence for clinical trials on patients 
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both in and outside the “back wards” of 
a mental institution. 


Further studies of the hypothesized 
pharmacodynamic effect of the anabolic 
male steroids on the incontinent patient are 
warranted, These should include physio- 
logical experiments, double-blind studies 
on patients with various physical and men- 
tal conditions and causes of incontinence, 
and studies in different environmental and 
cultural settings. There should be emphasis 
= possible psychosociological and placebo 
actors. 
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necessarily 


do not 


A review of the literature appears to indi- 
cate that relatively little attention has been 
paid to the effects of ataractic drugs and to 
the special problem of reactions they are 
more likely to induce in the older-aged 
psychiatric patient. One of the most serious 
of these is hypotension, which the pheno- 
thiazines are especially prone to cause in 
the elderly patient. Since many of these pa- 
tients are already functioning on a reduced 
cerebral blood supply because of cerebral 
arteriosclerosis, any fall in blood pressure is 
apt to have severe vascular repercussions or 


1 Formerly, Director, Geriatric Treatment and 
Research Unit, Osawatomie State Hospital, Osawa- 
tomie, Kan., now Mental Health Institute, Inde- 
pendence, Iowa. 


MELLARIL IN THE TREATMENT OF THE GERIATRIC PATIENT 
EDGAR BASIL JACKSON, M.D.' 


TABLE 1 


represent the opinions of the Journal.) 


to precipitate an acute psychotic reaction 
from which the patient may fail to recover. 
Another well-recognized drawback to the 
use of ataraxics is their frequent tendency to 
produce or accentuate depression in the 
aged patient. 

Mindful of these complications which 
were encountered to a lesser or greater de- 
gree with previously employed phenothia- 
zines, a study of Mellaril was conducted 
over a period of 8 months, during which 
special attention was paid to toleration. 
There were 69 inpatients and 41 outpatients, 
ranging in age from 65 to 88. Diagnoses are 
shown in Table 1 with most patients pre- 
senting symptomatology related to organic 
brain processes and psychoses. 


Inpatients : 
Chronic brain syndrome with cerebral arteriosclerosis 


Above with psychotic reaction 

Chronic brain syndrome with senile brain disease 
Above with psychotic reaction 

Schizophrenic reaction : chronic, undifferentiated 
Psychoneurotic disorder, depressive reaction 
Psychoneurotic disorder, anxiety reaction 
Involutional psychotic reaction 


(inpatient) Total 


Outpatients : 
Chronic brain syndrome with arteriosclerosis 


Above with psychotic reaction 

Chronic brain syndrome with senile brain disease 
Above with psychotic reaction 

Psychoneurotic disorder, depressive reaction 
Involutional psychotic reaction 


Total 
Grand Total 


19 10 6 3 0 
13 2 7 4 0 
ll 8 1 1 1 
7 1 5 1 0 
7 0 3 2 2 
3 0 3 0 0 
2 2 0 0 0 
7 0 = 3 0 
69 23 29 4 3 
18 14 3 0 1 
2 0 2 0 0 
12 8 2 1 1 
3 0 2 1 0 
3 0 2 1 0 
3 0 2 1 0 
41 22 13 4 2 
110 45 42 18 5 
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Dosage was individualized as much as 
possible, the average being 100 mg. t.i.d., 
with a maximum of 300 mg. t.i.d. used in 10 
hospitalized patients without any apparent 
deleterious effect. 

Results are shown in Table 1, the criteria 
for assessment being the effect on confusion 
and agitation. These states appear to be 
closely related to basic anxiety resulting 
from failure of the patient’s personality to 
cope with progressive organic changes(1). 
The ability of Mellaril to relieve or attenu- 
ate the causal anxiety was reflected in the 
control of agitation and a marked alteration 
from confusion to a sense of well-being and 
in many instances, alertness. 

Even though special attention was fo- 
cused on blood pressure, not one case of 
hypotension sufficiently severe to warrant 
discontinuation of the drug was found. 
Equally noteworthy was the absence of de- 
pression or aggravation thereof, in spite of 
the high doses used in some of these cases. 
Four patients exhibited allergic reactions 
manifested by cutaneous erythema which 
cleared up rapidly on discontinuation of the 
drug. Extrapyramidal symptoms of a mild 
degree occurred in 5 patients and responded 
readily to benztropine methanesulfonate. 
Frequent examinations failed to reveal any 
blood changes or other serious side-effects. 

An important consequence of Mellaril’s 
efficacy was its influence on admissions and 


It has been observed that stopping for a 
moment to exchange greetings or comments 
with a mental patient on ward rounds 
usually has salutary effect, especially in the 
case of the withdrawn patient. The usual 
formal psychotherapy period is from a half 
to a full hour. Could it be that uch shorter 
and more frequent contacts of a formal kind 
would have any advantage? The research 
reported herein was designed to yield em- 
pirical data on the question: Will there 


1 Professor of Psychology, Hanover College, and 
a Consultant, Madison State Hospital, 


FIVE-MINUTE PSYCHOTHERAPY 
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discharges. When the value of Mellaril was 
noted in the inpatients soon after the start 
of this study, its use was instituted in a num- 
ber of presenting patients, starting with 
doses of 100 mg. tid. and adjusting as 
necessary. Analysis of the data revealed that 
this procedure reduced the admissions by 
40%. Equally gratifying was the stability of 
emotional adjustment in the discharged pa- 
tients who were continued on maintenance 
doses of Mellaril. Sufficient confirmation has 
been obtained to demonstrate the impor- 
tance of continuation of therapy to prevent 
relapses in discharged patients. The virtual 
absence of serious side-effects encountered 
in this series appears to make Mellaril es- 
pecially advantageous for outpatient treat- 
ment. 


SUMMARY 


A clinical evaluation of Mellaril in 110 
patients confirms its efficacy(2) in the treat- 
ment of geriatric psychiatric patients. En- 
hancing its usefulness was the high degree 
of toleration noted in this series, an im- 
portant consideration in the care of the 
elderly patient. 
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be any difference in results from very brief 
but frequent psychotherapeutic sessions 
with schizophrenic hospital patients as com- 
pared with longer contacts for the same 
total amount of time ? 


Three groups of 10 patients each were 
chosen for this trial. Group I (the “5-minute 
group”) were seen individually for 5 min- 
utes daily Monday through Friday for a 
total of 25 minutes for the week. Group II 
(the “25-minute group”) were seen in- 
dividually once each week for 25 minutes. 

The experiment was conducted over a 
2-month period during the summer of 1960. 
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There were 32 contacts with each man in 
the 5-minute group, 6 contacts with 7 of 
the men in the 25-minute group, and 7 with 
the remaining 3. A control group of 10 
matched men were not seen therapeutically. 

In consultation with the research com- 
mittee of Madison State Hospital, the de- 
cision was made to use patients on a chronic 
male ward as subjects. All 30 men were 
chosen from one ward in order to keep 
conditions for the 3 groups as constant as 
possible. All were classified as schizo- 
phrenic. The average age of men in the 
5-minute group was 50.6 (range 41 to 66). 
For the 25-minute group the average age 
was 50.3 (range 34 to 60). In the control 
group the average age was 50.3 (range 41 
to 60). Average time of hospital residence 
was 19.9 years for the 5-minute group 
(range, 9-29 years) ; 18.2 years for the 25- 
minute group (range, 4-31 years); 20.8 
years for the control group (range, 2-36 
years). In each of the 3 groups, there were 
4 men who had hospital jobs off the ward. 
It will be seen that the groups were fairly 
well equated on the points noted. 

A number of psychotherapists have ob- 
served that establishment of a warm and 
accepting relationship with the schizo- 
phrenic patient has good effect in promot- 
ing remission of his illness. Patients were 
seen in a private room off the ward dayroom 
and friendly talk ranged mainly about ward 
and hospital happenings, the patient's ex- 
periences, and the author’s experiences. On 
a few occasions when a tentative attempt 
was made to do some probing on the dy- 
namics of an illness, defensive withdrawal 


a whole with the 5-minute group. Indeed 
some of the patients stated that they would 
miss the talks when informed that the 
author must return to the classroom. Tears 
came to the eyes of one patient in the 5- 
minute group. 

To measure possible improvement as ob- 
jectively as possible, a simple 11-factor 
graphic rating scale was created. Three per- 
sons were asked to rate the 30 subjects ; 
they were the ward doctor, the ward nursing 
supervisor, and the head day attendant on 
the ward. The head attendant would be 
aware of the group classification of the 
subjects, for he assisted in getting patients 
to the therapy room. The other 2 raters 
were not informed of the classification of 
the subjects. 

Raters were asked to mark scales on the 
men prior to the beginning of therapy ses- 
sions, and at the conclusion of the research. 
The 11 scales to be marked were: the 
patient’s social contacts, his personal habits, 
emotional control, spontaneity or natural- 
ness of speech, spontaneity and appropri- 
ateness of interest and emotion, willingness 
to cooperate in ward duties, awareness of 
and concern for feelings or needs of others, 
participation in activity therapies, capability 
of handling a hospital job, interest in return- 
ing to the community, degree of adjustment 
as compared to a few weeks ago. 

Each scale was divided into 5 sectors with 
2 intervals in each sector. This permitted a 
more sensitive mathematical treatment than 
the 5-point scale would have provided. A 
sample of the first item will clarify the 
format. 


SOCIAL CONTACTS OF PATIENT WITH OTHERS 


1 2 3 4 5 


Pays no attention to Watches others occa- Watches others fre- Makes some contacts 


others quently 


sionally 
by the patient resulted. The author felt 
therefore that the benefit from the inter- 
view for the patient was deriving largely 
from the relationship established rather than 
from any verbal attempt at mental recon- 
struction. 

As might be expected, the degree of 
rapport achieved varied widely with dif- 
ferent patients. It was the author’s distinct 
impression that this degree was greater as 


6 7 8 9 0 
Makes frequent volun- 
on his own tary contacts 


RESULTS 

Pre- and post-therapy numerical ratings 
of the 3 judges were combined, as shown 
in Table I. 

It will be noted that greater improvement 
was registered .n both therapy groups than 
in the control group, the greatest being in 
the 5-minute group. The t values for the 
difference between mean increase in ratings 
of the 5-minute group over the 25-minute 
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TABLE 1 
Pre- and Post-Therapy Ratings of 3 Judges 


Group Pre-therapy Post-therapy 


S-min. & Other Groups 


1272 1490 
1180 1261 
1193 1255 


5-minute 
25-minute 
Control 


81 6.9 
62 5.2 


1.85 (<.10) 
1.78 (p<-10) 


group (1.85) and the control group (1.78) 
are both significant at the 10% level. The 
difference between means for the 25-minute 
and control groups gave a t of only .221. 

Scale ratings showed improvement for 9 
out of 10 men in the 5-minute group; 8 
out of 10 in the 25-minute group; and 5 
out of 10 in the control group. 

The sensitivity with which the different 
scale items registered change in the 2 
therapy groups varied substantially. For pa- 
tients showing improvement, the greatest 
change was shown by the item measuring 
patient’s participation in activity therapies. 
In order of decreasing sensitivity the next 
6 items were : emotional control, willing- 
ness to cooperate in ward duties, personal 
habits, social contacts, spontaneity and ap- 
propriateness of interest and emotion, and 
capability for handling a hospital job. The 


item ity or naturalness of speech 
showed the least change over the 2-month 
experimental period. 

CoNCLUSIONS 


Under the conditions of this experiment, 
the data point to an advantage of 5-minute 
therapy sessions over 25-minute ones. With 
other types of patients and with other types 
of therapy the results would probably have 
been different. For the reported situation, 
however, empirical support was provided 
for the clinical observation that frequent 
shert-term contacts with ward patients have 
real therapeutic value. Though the experi- 
mental trend is pointed, a definitive answer 
on the relative merits of frequent short term 
versus infrequent longer term psychother- 
apy periods must await much fuller evi- 
dence. 


ELAVIL IN THE TREATMENT OF AFFECTIVE DISORDERS 
(AND COMPARISON WITH TOFRANIL ) 


JANE E. OLTMAN, M.D., anp SAMUEL FRIEDMAN, M.D. 


This is a report of our experiences with 
Elavil,? a non-MAO inhibitor, in the treat- 
ment of 50 female patients with acute or 
recurrent depressive illnesses. They ranged 
in age from 21 to 80; 52% were in the 5th 
and 6th decades of life. Dosage was initi- 
ated at 25 mg. t.id., and ranged from 75 
to 150 mg. daily. Diagnostic classification of 
the group is indicated in Table 1. This was 
essentially a “blind” study as other patients 
were being treated concurrently with other 
antidepressant agents; the drug adminis- 


1 Respectively, Clinical Dir., and Asst. Supt., 
Fairfield State Hospital, Newtown, Conn. 

2 Generous supplies of Elavil were furnished by 
Merck Sharp & Dohme. 


tered to each patient was unknown to the 
rating examiner. 

As in a previous study, results were desig- 
nated as satisfactory (A level) in patients 
who achieved a remission or much im- 
proved status, or as unsatisfactory (B level) 
in those who failed to improve or exhibited 
partial improvement only. As indicated in 
Table 1, 72% of the group achieved a satis- 
factory result. 

Complications or side effects were mini- 
mal ; in fact the least produced by the 3 
antidepressants that we have used extensive- 
ly thus far. The most frequent side effect 
was drowsiness, present in 11 patients 
(22%). This was apparently chiefly a sub- 
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TABLE 1 
Results of Treatment with Elavil and Tofranil in Affective Disorders 


Total No. 

Psychoneurotic depressive reaction 17 13 
Involutional reaction 9 6 
Manic-depressive reaction 16 11 
Psychotic depressive reaction 5 4 
Senile with depressive reaction 3 2 
Totals 50 36 


%A B 
76% 22 15 7 68% 
67% 9 5 4 56% 
69% 34 23 1 68% 
14 
1 
80 


%B 


80% 13 
67% 
1 72% 


93% 


1 100% 


1 
0 
57 23 71% 


jective feeling, as somnolence was not ob- 
served objectively. It was present chiefly 
during the first week of therapy, and tended 
to disappear thereafter. Seven patients ex- 
perienced mild dizziness ; 1, a “floating sen- 
sation” ; 3, constipation; 3, “dry mouth” ; 
and 1, slight edema of the ankles. Specific 
inquiry failed to reveal excessive perspira- 
tion despite the presence of warm weather. 
One patient had a slightly elevated trans- 
aminase level (55 U) and alkaline phos- 
phatase (7.3 U) without other pertinent 
clinical findings. One patient developed a 
manic swing during the maintenance phase 
of therapy. 

A comparison with data in a series of 80 
patients treated with Tofranil, a related com- 
pound, indicates quite similar therapeutic 
results with both drugs. Tofranil effected a 
satisfactory outcome in 71% of patients, as 
compared with 72% for Elavil. The relative 
speed of action also appeared to be prac- 
tically identical. In each instance, only 28% 
of patients who achieved a satisfactory re- 
sult required more than 4 weeks for op- 
timal effect. The incidence of side effects 
with Elavil appeared to be less than that 
encountered with Tofranil. 

In 5 cases (4 manic-depressives and 1 


reactive depression) both drugs, used in 
tandem, failed. In 1 instance, a patient un- 
successfully treated with Tofranil in an 
earlier episode achieved an excellent result 
with Elavil. This was a manic-depressive in- 
dividual with metastatic carcinoma of the 
breast. One patient with neurotic depres- 
sion who had previously recovered with 
Tofranil failed to do so with Elavil. 

It may be noted in passing that best 
results with antidepressant drugs are ap- 
parent in the group of “psychotic depres- 
sive reaction.” Thus, 29 of 33 patients (88%) 
in this category treated with 1 of 3 anti- 
depressant agents (Elavil, Tofranil or Mar- 
plan) achieved an A level of improvement. 
This would tend to imply that optimal re- 
sults are obtained in cases in which strong 
constitutional or endogenous factors are 
less significant than they are in the manic- 
depressive group, for example. 


CONCLUSIONS 


Elavil is an effective antidepressant agent. 
Side effects, with the dosage employed, are 
slight. It appears that efficacious antidepres- 
sant drugs will produce successful results in 
some 70 to 75% of patients with affective 
disorders as a whole. 


AN EFFECTIVE DRUG COMBINATION 


R. E. KENNEDY, M.D., ann D. L. ARNETT, M.D.* 


New drugs having action on the nervous 
system are being developed in such profu- 
sion as to present both a challenge and an 


1 Respectively, Clinical Director and Resident 
Psychiatrist, Rollman Receiving Hospital and 
State Institute of Psychiatry, Cincinnati, Ohio. 


opportunity to practicing psychiatrists. In 
1959, a brief note concerning treatment at 
this hospital was reported.* Since then, in- 
sulin coma therapy has been completely 


2 Hayes, J. B., and Kennedy, R. E.: Am. J. 
Psychiat., 116: 164, Aug. 1959. 
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abandoned, but perphenazine (Trilafon) * 
continues to be a mainstay on our treatment 
program. 

We attempt to screen all promising new 
drugs as soon as they become available. 
Those that possess definite superiority tend 
to supplant even those with which we have 
gained familiarity, and in which we have 
some degree of confidence. This process is 
not entirely painless, and involves effort and 
some risk, but seems very worthwhile in 
terms of benefit to patients. Our patients 
now stay in the hospital a shorter period, 
and outpatient follow-up has proved more 
effective. 

As of this date, the combination of drugs 
that has proved most effective, in our hands, 
is perphenazine and amitriptyline (Elavil ).* 
This combination is used in both major and 
minor functional reactions in various doses 
up to the limits recommended by the manu- 
facturers. While effective dosage is to some 
extent dependent on the individual, we find 
that in general, patients with major reac- 
tions require higher doses than those with 
minor reactions. 

In order to avoid the occasional disagree- 


8 Manufactured by Schering. 
4 Elavil was generously donated by Merck Sharp 
& Dohme. 


The following study was undertaken as a 
result of the observed clinical response 
when chlordiazepoxide hydrochloride (“Li- 
brium”—Hoffmann-La Roche) was com- 
bined with chlorpromazine in a disturbed 
schizophrenic patient in whom chlorproma- 
zine alone and in combination with a variety 
of sedatives has produced little effect other 
than drowsiness. The criteria on which we 
based our subsequent selection of patients 
were simply the gross character of their dis- 
turbance, the refractory nature of their re- 
sponse to other forms of pharmacotherapy 


1 Clinical Director, Gracie Square Hospital, New 
York City. 


DUAL PHARMACOTHERAPY IN GROSSLY DISTURBED 
PSYCHOTIC PATIENTS 


EUGENE N. DYE, M.D." 


able reaction to perphenazine, we have 
adopted the practice of giving an anti- 
parkinson drug—usually benztropine meth- 
anesulfonate (Cogentin )'—from the start of 
treatment. Since we have employed this 
procedure, we have seen no evidence of 
drug induced parkinsonism whatsoever. 

One of the practical difficulties associated 
with our present routine appears when the 
patient leaves the hospital and becomes an 
outpatient. Continued treatment with drugs 
is usually indicated, but involves the use of 
3 separate tablets which need to be re- 
peated several times a day. We would like 
to see our combination developed into a 
single, long-acting tablet, to solve this prob- 
lem. 

Although we have used the Trilafon-Ela- 
vil-Cogentin combination only a _ few 
months, the amount of ECT given at this 
hospital has been drastically reduced. In 
the drug treated cases, improvement is sur- 
prisingly rapid and often occurs in the first 
week. Our early results have been so en- 
couraging that we are lead to conclude that 
chemotherapy warrants an extended and 
rigidly controlled trial as, possibly, the as- 
cendant method of treatment in psychiatry, 
for the hospitalized and office patient alike. 


5 Manufactured by Merck Sharp & Dohme. 


and the overwhelming presence of hyper- 
activity and anxiety in their symptoma- 
tology. As might be expected, patients 
diagnosed as paranoid schizophrenics pre- 
dominated, amounting to 50% of the 
group here presented. Combined drug 
therapy was given in 22 hospitalized 
cases (18 with schizophrenic diagnoses and 
4 with manic-depressive psychosis ) with ex- 
cellent response, i.e., complete remission of 
gross psychotic symptoms in 17 (77%), good 
response in 3, and only transient improve- 
ment in 2 cases, one of which developed 
dizziness and ataxia to a degree which made 
it necessary to discontinue the medication. 
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Although common to all these cases 
were symptoms of hyperactivity and anx- 
iety, most of the patients displayed grossly 
disturbed behavior, i.e., destructiveness, 
combativeness and blatant delusional think- 
ing. In most of the cases, chlorpromazine 
alone had produced inadequate response 
in terms of controlling psychotic sympto- 
matology until the addition of “Librium.” 

Our dosage regime varied with the in- 
dividual and the severity of the symptoms. 
However, the combination which seemed to 
provide the best response in the largest per- 
centage of patients was chlorpromazine 100 
mgm. q.i.d. with “Librium” 10 mgm. q.i.d. 
as a standard starting dose increased over 
a three-day period to a maximum of 300 
mgm. q.id. and 30 mgm. q.i.d. respective- 
ly. We usually found that as this dosage 
began to show therapeutic effect with re- 
duction of symptoms of psychotic propor- 
tions, the dose could be levelled off and 
gradually reduced to a maintenance level 
which most commonly approximated our 
standard starting dose. This symptomatic 
improvement occurred most often with 
little of the side effect of high doses of 
chlorpromazine alone. In most cases the 
reduction was started after 7 to 10 days of 
combined therapy and in some, within the 
first week. At this point, psychotherapeutic 
procedures could be instituted in a now ac- 


cessible patient. “Librium” was then dis- 
continued entirely after varying intervals (1 
to 4 weeks) while the patient continued on 
maintenance doses of chlorpromazine with- 
out recrudescence of symptoms. 

The conclusions which we drew from this 
series, limited in number and empirical 
though it is, were that it appeared that 
chlordiazepoxide hydrochloride when com- 
bined with chlorpromazine produced a more 
rapid therapeutic effect than chlorproma- 
zine alone and furthermore, potentiated 
the tranquilizing and anti-psychotic proper- 
ties of chlorpromazine without promoting 
excessively the side effects of drowsiness 
and neuroplegic manifestations. An addi- 
tional unique advantage of this particular 
dual pharmacotherapy we felt was the fact 
that it could be used in combination with 
electroconvulsive therapy by maintaining 
the patient at a much lower dose level of 
chlorpromazine while achieving the maxi- 
mum tranquilizing potential of the drug. 
In several of the patients, in addition, ECT 
was contraindicated, either because of poor 
prior response or refusal on part of the 
families to consent to electrotherapy. In 
one case of paranoid schizophrenia, the 
combination produced a full remission in a 
patient who had relapsed within a week 
after showing a good response to 20 electro- 
convulsive treatments. 


WITHDRAWAL SYMPTOMS FOLLOWING DISCONTINUATION 
OF IMIPRAMINE THERAPY * 


JOHN C. KRAMER, M.D.,? DONALD F. KLEIN, M.D..,® 
anv MAX FINK, M.D.‘ 


On discontinuation of imipramine ® treat- 
ment some psychiatric patients reported 
nausea, vomiting, dizziness, coryza, muscu- 


1 Aided, in part, by grant MY-2715 of National 
Institute of Mental Health, National Institutes of 
Health, USPHS. 

2 Post Doctoral Research Fellow, USPHS, 1960- 
1961. 

83 Mental Health Career Investigator, USPHS. 

4From the Department of Experimental Psy- 
chiatry, Hillside Hospital, Glen Oaks, L. I., N. Y. 

5The cooperation and assistance of Geigy 
Pharmaceuticals is gratefully acknowledged. 


lar pains and malaise. The symptoms were 
first regarded as conve ~sion phenomena, but 
after several repetitions were considered 
due to physiological withdrawal. 

Of the patients treated with imipramine 
45 had been observed within the hospital 
during withdrawal of medication. Treat- 
ment was instituted with oral doses of 75 
mg. daily and usually increased each week 
in 75 mg. steps. The daily maintenance dose 
was 300 mg./day in 34 patients, more than 
300 mg./day in 3 patients, and less than 
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300 mg./day in 8 patients. 

We reviewed our interview records and 
the daily nursing notes, noting reports of 
withdrawal symptoms within 48 hours of 
cessation of medication in 25 of the 45 pa- 
tients. Most prominent were nausea with or 
without vomiting—16 subjects, headache— 
10, giddiness—10, coryza—8, chills—6, weak- 
ness and fatigue—5, and musculoskeletal 
pain—4. 

Twenty-two of 26 patients treated for 2 
months or longer reported withdrawal 
symptoms, while only 3 of 19 patients 
treated less than 2 months reported similar 
symptoms (p<.001). 

The 25 patients who had been treated 
for more than 2 months were rated for 
severity of symptomatology. The reaction 
was scored as “marked” if subjects reported 
more than 2 different symptoms with sig- 
nificant distress and as “minimal” if they 
reported fewer than 2 symptoms causing 
minor distress, or no symptoms. Of 13 pa- 
tients with a medication tapering and termi- 
nation period of less than 2 weeks, 8 had 
marked withdrawal symptoms and 5 mini- 
mal. Of 12 with a medication termination 
period longer than 2 weeks, only 2 subjects 
demonstrated marked withdrawal symptoms 
(p=.05). 

These results are in keeping with the 
general experience that the intensity of 
physiological withdrawal symptoms is di- 
rectly proportional to the duration of drug 
administration and the abruptness of with- 
drawal. We could not relate the withdrawal 
syndrome to the size of the maintenance 
dose, since our range was too small. How- 
ever, our modal schedule of 300 mg. per day 
is larger than the usual clinical schedule of 
100 to 150 mg. per day and may account 
for the inconspicuousness of this phenome- 
non in other studies. 

We observed that allowing a period of 
2-4 weeks for withdrawal was prophylac- 
tically effective. When symptoms on imi- 
pramine discontinuation occurred they 
could readily be treated by resuming imi- 
pramine at 50 mg. daily and gradually de- 
creasing over a 1-week period. 


Discussion 


A physiological withdrawal syndrome 
following the termination of treatment with 
opiates, demerol, barbiturates, glutethimide, 
alcohol, chlorpromazine and meprobamate 
is well known. Recently withdrawal symp- 
toms with methaminodiazepoxide(2), niala- 
mide(1) and alpha-ethyltryptamine(5) 
have been reported. Kuhn(3) and Mann 
and Macpherson(4) have also reported 
eo on abrupt imipramine withdraw- 


Until recently the physiological with- 
drawal syndrome was considered restricted 
to CNS “depressants” such as opiates, bar- 
biturates and alcohol. This was confirmed 
by the absence of such a syndrome with 
“stimulant” drugs such as cocaine, d-amphe- 
tamine, marijuana, mescaline and LSD. The 
occurrence of such a syndrome with imi- 
pramine, nialamide, and alpha-ethyltrypta- 
mine is of considerable interest, therefore, 
since these drugs have been loosely referred 
to as “psychic energizers” with energetic 
effects similar to “stimulant” drugs. It is 
apparent that a simple depression-stimula- 
tion dimension is inadequate to describe the 
complexity of drug effect both physiologi- 
cally and behaviorally. 

The withdrawal syndrome complicates 
the evaluation of patients after drug dis- 
continuation since both patients and physi- 
cians often interpret the onset of symptoms 
as an upsurge of “anxiety” related to in- 
cipient relapse, and resume treatment with 
the gratifying subsidence of the “anxiety.” 
This may cause both patients and physicians 
to overvalue the importance of the medica- 
tion to the patient’s stability. 
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TETRABENACINE TREATMENT IN PERSISTING DYSKINESIA 
CAUSED BY PSYCHOPHARMACA 


ERIK BRANDRUP, M.D.1 


In some of the many works published in 
recent years on catecholamine metabolism 
the authors claim that dopamine, besides 
being a precursor of adrenaline/noradrena- 
line, also plays a specific role in the control 
of motor functions(1, 3, 4). Thus Carlsson 
and co-workers(4) have set up the hypoth- 
esis that excess of dopamine in the brain 
is accompanied by motor hyperactivity, 
whereas a reduced level of dopamine re- 
sults in hypokinetic activity. As, further- 
more, it appears that benzochinolizine de- 
rivatives are able to deplete the brain of 
its catecholamine depots(5, 6), it is natural 
to assume that agents of this group counter- 
act diseases with motor hyperactivity. This 
is supported by clinical experience, since 
tetrabenacine, which is a benzochinolizine 
derivative (Nitoman®),? seems to have a 
counteracting effect on the abnormal move- 
ments in Huntington’s chorea(2, 7). 

These circumstances have inspired us to 
carry out a pilot experiment with tetra- 
benacine in cases of persisting dyskinesia 
caused by psychopharmaca. 


tetrabenacine 
CH,o 
Ha. 
RESULTS 


We have treated 4 male patients from 56 
to 77 years old, 3 of them suffering for 
many years from. schizophrenia and one 
from arteriosclerotic dementia. In 2 of the 
schizophrenic cases dyskinesia arose in con- 


1 Sct. Hans Mental Hospital, Roskilde, Denmark. 

2F. Hoffmann-La Roche & Co. A. G., Basel, 
have most readily placed the necessary amount of 
Nitoman® at our disposal. 


nection with thioridazine treatment, and 
in spite of changing to haloperidol and 
chlorprothixene the abnormal movements 
persisted unchanged for 1% and 2 years. The 
third schizophrenic developed dyskinesia 
during treatment with perphenazine, and 
the abnormal movements remained un- 
abated, although for 18 months prior to the 
experiment the patient had not been sub- 
ject to pharmacotherapy. Finally, in the 
case of the patient with dementia, dys- 
kinesia was first observed 1 month after the 
termination of treatment with haloperidol 
and thioridazine. 

The abnormal movements were seen in 
the face, in the legs and the trunk. The 
facial movements were identical with the 
syndrome described among others by Uhr- 
brand and Faurbye(8), namely incessant, 
involuntary munching and masticatory 
movements of the jaw, during which the 
tongue is protruded at short intervals with 
grimaces of the lips. The movements of the 
legs appeared as incessant shuffling and/or 
coarse tremor. Finally, the movements of 
the body were rocking and torsionary, in 
one patient accompanied by rhythmical 
contractions of the abdominal muscles. 

In all 4 cases anti-parkinson compounds 
like benztropine and orphenadrine were 
tried, but without recognizable effect. 

The treatment with tetrabenazine lasted 
from 1% to 3% months. In the schizophrenic 
cases dyskinesia disappeared almost com- 
pletely in the course of a couple of days on 
a 24-hour dose of 75 mg. administered in 3 
portions. No side effects were observed with 
these patients, e.g., the psychosis seemed to 
be unaffected. As regards the patient with 
dementia a 24-hour dosage of 150-300 mg. 
was necessary to stop the dyskinetic move- 
ments, and simultaneously a certain degree 
of drowsiness appeared. 

After some weeks the tetrabenacine treat- 
ment was experimentally discontinued for 
8 days, which resulted in the abnormal 
movements recurring within a couple of 
days in all the patients ; after resumption 
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of the treatment dyskinesia disappeared just 
as quickly. 
SUMMARY 


In 3 patients suffering from schizophrenia 
and one patient with arteriosclerotic de- 
mentia persisting dyskinetic movements 
caused by psychopharmaca disappeared al- 
most or completely after treatment with 
tetrabenacine (Nitoman®). The  schizo- 
phrenics received a daily dose of 75 mg., 
whereas it was necessary to give the patient 
with dementia 150-300 mg. per day in order 
to obtain a satisfactory effect. This patient 
responded by developing a certain degree 
of drowsiness, while no side effects were 
observed in the other cases. 
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A COMPARISON OF THE EFFECTIVENESS OF 
TRIFLUOPERAZINE AND CHLORPROMAZINE IN SCHIZOPHRENIA 


ROBIE T. CHILDERS, JR., M.D., ann RICHARD THERRIEN, B.S. }: 2 


This study compares the effectiveness of 
trifluoperazine and chlorpromazine in the 
treatment of schizophrenia and evaluates 
the addition of ECT in those patients who 
failed to improve on these drugs. 

Forty-eight patients newly admitted and 
diagnosed as schizophrenic comprised the 
study group. There were 2 main groups of 
patients : 26 chronic undifferentiated schizo- 
phrenics and 16 paranoid patients. The pa- 
tients were between 17 and 57 years, aver- 
age age 37 ; average I.Q. was 82 with range 
from 0 to 122. 

The patients were assigned sequentially 
as they were admitted to Group A, B, C, 
or D. Those in Group A received chlorpro- 
mazine, 1000 mg. daily ; Group B received 
trifluoperazine, 40 mg. daily ; Group C re- 
ceived placebo ; and Group D served as a 
no treatment control. Medication was ad- 
ministered in concentrate form for 28 days 
at which time it was reduced to mainte- 
nance levels. 

Shortly after admission and at weekly 


1 Richmond State Hospital, Richmond, Ind. 

2 Appreciation is expressed to Dr. Jefferson Klep- 
fer, Superintendent of Richmond State Hospital 
for permission to conduct, and for his cooperation 
in carrying out, this study. 


intervals psychiatric interviews, ward eval- 
uations, and psychological testings were 
performed. The psychiatric interview was a 
scorable procedure covering appearance, 
psychomotor rate, speech and associative 
processes, affect, and mental content. The 
patients did not receive any other tran- 
quilizers, antidepressants, or ECT during 
the first part of the study. 

At the end of the first 35 days, patients in 
Groups C and D who had failed to improve 
were placed in either Group A or B for 
active medication. Finally, patients who 
failed to improve on medication alone re- 
ceived a course of 15 ECT at the rate of 
3 per week concurrently with either 500 mg. 
of chlorpromazine or 20 mg. of trifluopera- 
zine daily. 

Patient response to therapy was graded 
simply as “moderate to marked improve- 
ment” and “slight or no improvement.” Fifty 
percent of patients on chlorpromazine and 
trifluoperazine improved. Only one of the 
24 patients in Groups C and D improved 
(on placebo) and did not require active 
drug. 

The major changes observed at the psy- 
chiatric interview were disappearance of ab- 
normal ideation, development of insight, 
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and improvement in the associative pro- 


A psychological evaluation which con- 
sisted of a test-retest design using 8 subtests 
from the Wechsler Adult Intelligence Scale 
for extracting group differences displayed 
no significant group changes. Apparent 
trends which may warrant further investi- 
gation are summarized in Table 1. The only 


The 23 treatment failures of Groups C 
and D who were then treated with active 
medication responded as follows : 6 of the 
10 patients treated with chlorpromazine im- 
proved and 5 of the 13 treated with tri- 
fluoperazine improved. 

Twenty-three patients from all 4 groups 
had failed to respond to chlorpromazine and 
trifluoperazine and were switched to the 


TABLE 1 
Inf. Voc. Sim. Comp. Arith. Di. Sp. Di. Sy. Bi. Da. 
cT cT T cT cr Con. 
Con. Con, cP CP Con. PCon PCon. cTP 


inf.—Information, Voc.—Vocabulary, Sim.—Similarities, Comp.—Comprehension, Arith.—Arithmetic, Di. Sp.—Digit Span, Di. Sy. 
—Digit Symbol, BI. Dn.—Block Design, C—Chlorpromazine, T—Trifluoperazine, P—Placebo, Con.—Control. Underlined letters de- 


veloped the strongest trends. 


obvious finding from the Wechsler evalua- 
tion was that test improvement and psychi- 
atric improvement are not necessarily the 
same. Several subjects who improved so- 
cially were somewhat retarded intellectually 
while other subjects were both socially and 
intellectually improved. There were other 
discrepancies like the above despite overall 
consistency in both the psychological and 
psychiatric judgments of subject improve- 
ment. 

The above implies selective action present 
in the 2 phenothiazines which may either 
increase or decrease certain behavioral func- 
tions which seemingly underlie the included 
Wechsler subtests. If this hypothesis proves 
to be valid, isolation of the changeable 
factors and delineation of sites of drug ac- 
tion could lead to more sophisticated treat- 
ment programs for patient resocialization. 


other drug and ECT as previously de- 
scribed. Six of 12 patients treated with 
chlorpromazine and ECT improved and 5 
of the 11 treated with trifluoperazine and 
ECT improved. 

In total, 72% of the 47 patients who re- 
ceived treatment improved and one-half of 
these are out of the hospital. 

Chlorpromazine was almost twice as ef- 
fective as trifluoperazine in the treatment of 
chronic undifferentiated schizophrenia (Ta- 
ble 2). Trifluoperazine, however, appeared 
to be more effective in paranoid schizo- 


phrenia. 

Side effects (Table 3) were of the same 
type and frequency as reported by others. 
Parkinsonism, akathisia, and dyskinesia re- 
sponded to Cogentin. Drowsiness and dizzi- 
ness tended to become less prominent as 
treatment progressed. 


TABLE 2 
Number of Patients Impoved in Terms of Diagnosis and Treatment Modality 


Total CHLORPROMAZINE TRIFLUOPERAZINE CHLOR. + ECT TRIFLU. + ECT 
Number Number Number Number Number Number Number Number Number 
DIAGNOSIS of Pts. of Pts. improved of Pts. Improved of Pts. improved of Pts. improved 
Chronic Undiff. 25 13 11 12 5 5 3 4 2 
Paranoid 16 6 1 10 5 5 2 5 3 
Schizo-affective 3 1 1 1 1 1 
Hebephrenic 2 1 0 1 0 1 0 1 0 
Simple 1 0 ins 1 0 
47* 22 13 1 6 Tr 


8 Patient who improved on placebo not included in this table. 


| 
| 
| 
| 
cesses. 
4 
| 
ae 
ay 
| = 
8 


CLINICAL NOTES 


[ December 


TABLE 3 
Side Effects 


CHLORPROM:.ZINE TRIFLUOPERAZINE 
22 patients 25 patients 


10 (45%) 12 (48%) 
Dizziness 15 (68%) (20%) 
Akathisia 2 (9%) (24%) 
Dyskinesia 0 (16%) 
Drowsiness 5 (23%) ( 8%) 
Rash 3 (14%) ( 4%) 


Parkinsonism 


SUMMARY 
A group of 48 newly admitted female 
schizophrenic patients were treated as fol- 


lows: Group A, 1000 mg. chlorpromazine 
daily; Group B, 40 mg. trifluoperazine 
daily ; Group C, placebo; Group D re- 
ceived no phenotropic drug. Fifty percent 
in Groups A and B improved, 8% in Group 
C improved and none improved in Group D. 

There seems to be a selective action for 
the 2 medications which either enhance or 
retard various behavioral functions neces- 
sary for resocialization and resulting in 
considerable differential effectiveness in 2 
of the major diagnostic subclassifications. 

ECT is still useful in those patients fail- 
ing to improve on medication. 


CONTROL STUDY OF THALIDOMIDE (KEVADON), 
A NEW HYPNOTIC AGENT 


H. AZIMA, M.D., anp DOROTHY ARTHURS, R.N.* 


Since 1956 sporadic reports on thalido- 
mide *#(1-9) seem to have indicated that 
this substance, a non-barbiturate with the 
chemical formula of alpha ( N-phthalimido) 
glutarimide, is a safe and adequate hyp- 
notic-sedative substance. Of importance has 
been the observation that a high dosage of 
this drug does not put animals into a lethal 
sleep and in humans the possibility of sui- 
cide is negligible(8). The present study 
was undertaken to assess the hypnotic po- 
tency of thalidomide compared with phe- 
nobarbital and its capacity to produce pro- 
longed sleep. 

The study was divided into three parts : 
“2-night experiment,” i.e., patients receiv- 
ing 1 night Kevadon, and 1 night pheno- 
barbital placebo at random; “4-night ex- 
periment,” i.e., patient receiving alterna- 
tively, but at random, 2-night Kevadon and 
2-night phenobarbital placebo. These two 
experiments were double blind with identi- 
cal tablets of Kevadon 100 mg., and pheno- 
barbital 100 mg., and finally the comparison 
of large doses of Kevadon with barbiturates 
in production of a state of prolonged sleep. 

For the first 2 experiments, an observa- 


1From McGill University, Dept. of Psychiatry, 
and Allan Memorial Institute, Montreal. 

2 Kevadon is manufactured by the Wm. S. Mer- 
rell Company. 


tion was made of the number of hours of 
sleep, and in the morning inquiries were 
made to the patients as to how they had 
slept and on which nights they had slept 
better. The degree of sleep was rated as 
excellent (8 hours or more of sleep), mod- 
erate (5-7 hours), fair (3-5 hours), and 
poor (less than 3 hours). The sole purpose 
of the study being the assessment of hyp- 
notic effect of Kevadon, the focus of ob- 
servation was whether or not the insomnia 
was relieved regardless of the existing psy- 
chopathology. Fifty patients were studied, 
20 males and 30 females, with an age range 
of 20-80 years. All patients received 100 mg. 
of Kevadon and 100 mg. of phenobarbital, 
except those on the prolonged sleep regime. 

Twenty-seven patients suffering from a 
variety of neurotic disturbances with the 
common complaint of insomnia were 
studied in the “2-night experiment,” and 23 
patients in the “4-night experiment,” re- 
ceiving alternatively and at random Keva- 
don and phenobarbital once or twice, ac- 
cording to the experimental design. In 
addition, 3 patients were put on the regime 
of prolonged sleep treatment(10) and the 
effect was compared with that of barbitu- 
rates. The prolonged sleep with barbiturates 
was undertaken with 100 mg. seconal, 100 
nembutal, 100 phenobarbital and 100 chlor- 
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promazine, t.i.d. After an average period of 
7 days, the barbiturates were replaced 
gradually by 200 mg. of Kevadon. 


RESULTS 

In 27 patients of 2-night experiment, 25 
had an excellent rating and 2 fair, in com- 
parison with 23 excellent, 1 moderate and 
1 fair in phenobarbital group. In 23 patients 
of 4-night experiment, on the first trial with 
Kevadon, 19 had a rating of excellent, 2 
moderate, 1 fair and 1 poor, and on the 
second trial 15 had a rating of excellent, 4 
moderate and 4 fair. On the first trial with 
phenobarbital, 15 had a rating of excellent, 
4 moderate and 4 fair and on the second 
trial, 13 had a rating of excellent, 6 moder- 
ate and 4 fair. 

In 3 patients undergoing prolonged sleep, 
it was not possible to produce prolonged 
sleep, i.e., 18 to 22 hours of sleep per day, 
as was possible with barbiturates. In 1 
patient, the dosage of Kevadon was in- 
creased to 2400 mg. per day, plus 300 mg. 
chlorpromazine, but the number of hours 
of sleep did not exceed 9 per day. 

Comparison of the “hang over” effect 
showed that there was little difference in 
the 2-night experiments, but in the 4-night 
experiments, the patients, as a whole, pre- 
ferred Kevadon to phenobarbital because 
of the absence of grogginess and fuzziness. 
However the difference was not marked be- 
haviorally. 


Electroconvulsive therapy (ECT) has 
been widely recognized as the treatment 
of choice in most patients who are psy- 
chotically depressed. This includes the 
diagnostic categories of psychotic depres- 
sive reaction, involutional psychotic de- 
pression, and manic-depressive psychosis, 
depressed type. In comparing statistics for 
the years 1958 and 1960, we have found a 


1 Respectively, Resident, Assistant Professor, and 
Associate Professor, Dept. of Psychiatry, Univer- 
sity of Chicago School of Medicine, Chicago, Il. 


THE DECREASING USE OF ELECTROCONVULSIVE THERAPY 


GEORGE GULEVICH, M.D., ROBERT S. DANIELS, M.D., anp 
PHILIP M. MARGOLIS, M.D.* 


CONCLUSIONS 


1. Kevadon, in short term hypnotic effect, 
is equal to, if not more adequate than, phe- 
nobarbital ; 2. It seems—and this has to be 
confirmed with more detailed studies—that 
Kevadon has less after or “hang over” effect 
than phenobarbital ; 3. It seems to be diffi- 
cult to produce a prolonged state of sl 
with Kevadon ; 4. If further control tri 
substantiate these conclusions, Kevadon 
will become a valuable hypnotic substance. 
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marked decrease in the frequency of our 
use of ECT. 

The inpatient psychiatric service at the 
University of Chicago Clinics is a 20-bed 
unit emphasizing short-term, intensive treat- 
ment of all forms of psychiatric conditions. 
The average stay of the approximately 150 
yearly admissions is 6 weeks. Emphasized 
in the treatment program are individual 
and group psychotherapy, milieu therapy, 
and the somatic therapies including drugs. 
When a patient is admitted, the usual pro- 
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cedure involves a thorough diagnostic eval- 
uation during the initial 7 to 14 days. 
During this time there is an opportunity to 
observe the severity of the patient's illness, 
his capacity for relatedness, and the availa- 
bility of other psychologic strengths ; then 
an intensive psychotherapeutic and milieu 
program is organized. Also, there is an op- 
portunity for a trial on antidepressant medi- 
cation. Limited or no response frequently 
results in the institution of ECT. 

In 1958 the unit was oriented primarily 
around individual patient psychotherapy 
and/or the prescription of the somatic thera- 
pies. At this time it was rather rigidly 
divided into a 12-bed locked section and an 
8-bed open section. During 1959 and 1960, 
the administrative leaders (Robert Daniels 
and Philip Margolis ) embarked upon a staff 
development program emphasizing the 


and 1960 in psychotic and neurotic depres- 
sions and reveals a marked decrease in the 
use of ECT in psychotic depressions in 1960. 
Use of ECT in neurotic depressions was 
rare in both years. An important factor in 
this change may have been the availability 
of more effective antidepressant medication. 
Table 2 demonstrates the increasing use of 
these drugs as well as the frequency with 
which they were followed or accompanied 
by ECT. It will be noted that there was 
also a decreased use of ECT in patients re- 
ceiving no antidepressant medication. 

The data and the authors’ impressions 
suggest that the psychiatric ward described 
is now dealing with psychotic depressions 
more effectively through interpersonal chan- 
nels than previously. The increasingly sen- 
sitive and flexible milieu is helpful in treat- 
ing a variety of difficulties presented by the 


TABLE 1 
The Use of Electroconvulsive Therapy 


1958 
Total No. Receiving 
No. ECT 


% Receiving 
ECT 


Total 
No. 


Psychotic 

Depressions 21 
Neurotic 

Depressions 10 


therapeutic transactions which occur among 
all members of the community. Among the 
changes instituted were ward meetings in 
which patients and staff participated, pa- 
tient involvement in planning ward activi- 
ties and policies, and an elected patient 
committee. Concomitant with this was the 
establishment of a predominantly unlocked 
or open ward. 

Table 1 compares the use of ECT in 1958 


depressed patient. Therefore, we are often 
finding it unnecessary to make use of soma- 
tic therapies. Staff and patients seem more 
willing and attach more value to tolerating 
and working with the dynamics of guilt and 
shame(1), which are central factors in the 
psychotic depressions. A review of each 
individual case record shows no appreciable 
difference in the length of hospital stay or 
the degree of therapeutic gain when pa- 


TABLE 2 
Psychotic Depressions Receiving Antidepressant Medication and Electroconvulsive Therapy 


1958 
No. Receiving 
ECT 


Total 
No. 


% Receiving 
ECT 


1960 
Total No. Receiving % Receiving 
No. ECT ECT 


Antidepressant 

Medication 
No Antidepressant 

Medication 19 


® Medication received was Deprol (meprobamate-400 mg., and benactyzine-1 mg.) 4 times daily for 15 
® Medication was primarily Tofranil (imipramine hydrochloride) in daily doses of 100-200 mg. for 2-7 


treated with Niamid (nialamid) 75 mgs. daily for 7 weeks. 


eS 15 71% 15 5 33% 
: 1 10% 22 1 45% | 
a 2 100% 10° 4 40% 
13 68% 1 20% 
: weeks. One patient was 
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tients receiving ECT are compared with 
those not receiving it. 

A recent article by Perr(2) describes a 
new psychiatric hospital where no ECT was 
used during a trial period. Our experience 
generally supports his conclusions. How- 
ever, ECT may continue to be the treatment 
of choice for certain psychotic depressions. 


SUMMARY 
The frequency of the use of ECT in 


psychotic depressions in a small psychiatric 
unit in a general hospital is compared for 
1958 and 1960. Decreased use is related to 
an improved therapeutic milieu and to 
judicious use of antidepressant medications. 
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CASE REPORTS 


ADDICTION TO PHENMETRAZINE HYDROCHLORIDE 


HARRY F. DARLING, M.D.* 


Phenmetrazine HC] (Preludin—Geigy) has 
not been known as an addicting drug be- 
cause, unlike amphetamines used as anorex- 
ics, it has a minimum of euphorient action. 
In one patient this drug was used by the 
writer adjunctively to psychotherapy for 
appetite control. As occurs with some pa- 
tients on this drug, there was a mild euphori- 
ent action, which, for the patient at the 
time, was deemed good. There was a history 
of intermittent use of amphetamines and 
alcohol for a period of 10 years, but without 
chronic habituation and certainly without 
addiction, in this psychoneurotic female. 
For 7 months the patient took between 50 
and 100 mg. daily, and then began taking 
larger amounts, up to 500 mg. daily. For 
2 months she kept this fact from both psy- 


1 Kannan Building, Lawrence, Mass. 


chiatrist and family, and then confessed it. 
She will not now take less than 100 mg. a 
day and treatment has been started to try 
to get her off the drug completely. This 
may be difficult because she has access to 
supplies of it and will be prone to increase 
the dose. 

Certain drugs are almost entirely non- 
addicting but can be in an occasional case, 
e.g., in the case of methyl phenidate 
(Ritalin—Ciba) only 1 case of addiction 
has been reported in 6 years.? Phenmetra- 
zine apparently belongs in this same cate- 
gory as to freedom from addiction, but 
this apparently unique case shows that any 
euphorient, no matter how slight the eu- 
phorient action, may be potentially addict- 
ing to a susceptible individual. 


2 Rioux, B. : Dis. Nerv. Syst., 21 : 6, 1960. 
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The rapid growth of clinical physiology 
—the physiologic study of patients—in men- 
tal hospitals has raised several questions. 
One such question is : “Why bother to in- 
vestigate the organic functions of patients 
with diseases called ‘mental’ ?” This ques- 
tion is easily answered. The fact that the 
most prominent manifestations of a disease 
are mental is clearly of no help in determin- 
ing the etiology of that disease. For exam- 
ple, patients with hypothyroidism were kept 
in mental hospitals before the function of 
the thyroid gland was discovered around 
1880. Even today some patients with Cush- 
ing’s syndrome or with pheochromocytomas 
are given psychiatric treatment for long 
periods before the real nature of their 
disease becomes evident. This is also true 
of elderly patients with hyperthyroidism. In 
addition, a majority of patients with hypo- 
parathyroidism and a few with hyperpara- 
thyroidism are initially diagnosed as having 
severe neurosis, mild schizophrenia, or even 
manic-depressive psychosis. To this list 
might be added the misdiagnosed abnormal 
mental states produced by drug or chemical 
intoxications (the Mad Hatter is perhaps 
the most familiar example) or by depletion 
of such electrolytes as sodium, potassium, 
and magnesium. There is no need to labor 
the point, but it is obvious that all diseases 
of unknown etiology are appropriate sub- 
jects for physiologic study. 

All diseases have physiologic, psychologic, 
and sociologic manifestations. There is no 
need to bring up the cliché about the five 
blind men and the elephant, nor is it neces- 
sary to attempt to decide here what is the 
optimal number of blind men to engage in 
the study of any particular disease. It is suf- 
ficient to say that all aspects of all diseases, 
including the so-called “mental diseases,” 
should be studied by whatever methods are 
available. This is essential for several rea- 
sons. In the first place, any methods that are 


1From a talk given at the McLean Hospital 
Sesquicentennial, Waverley, Mass., May 16, 1961. 
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used determine what can be learned ; it is 
impossible to separate data from the meth- 
ods used to obtain them. (There are, there- 
fore, no facts in medicine; this confuses 
many laymen who are unable to understand 
why what is right today may be wrong to- 
morrow.) Accordingly, the data that can 
be gained from any particular type of study 
are greatly limited in character if not in 
amount. 

The limitation that results from the use 
of a single method is particularly unde- 
sirable in fields in which data are few—as is 
true of the field of mental disease. Any iso- 
lated observation has an infinite number of 
possible explanations. The successive addi- 
tion of related observations obtained by dif- 
ferent methods progressively limits the 
number of possible explanations. Although 
this does not establish the validity of any 
one explanation, it is helpful in that it 
narrows the field to be studied by ruling out 
certain possibilities. It is evident that the 
study of an unknown field should be car- 
ried out by means of widely different meth- 
ods. This conclusion clearly applies to men- 
tal disease. 

These facts raise another question : “How 
useful are interdisciplinary studies?” Al- 
though no categorical answer can be given 
to this question, certain considerations make 
it clear that such studies are of limited 
value. This limitation is imposed by the 
fact that when a single phenomenon is 
studied simultaneously by means of several 
different methods, the validity of the con- 
clusion is determined by the least precise of 
the methods used ; using methods of high 
precision and of low precision simultaneous- 
ly does not increase the precision of the 
latter. Another drawback of interdiscipli- 
nary studies is the difficulty of planning an 
experiment that meets the requirements of 
all the different methods used : Compro- 
mises must be made, and consequently 
fewer valid findings may be yielded than 
would be obtained if all the studies had 
been made in separate experiments ; this 
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is particularly true when little is known 
about the phenomenon under study. 

Another question that suggests itself is : 
“How does the clinical physiologist decide 
what to study ?” The answer to this question 
of course varies from man to man. Investi- 
gators have some knowledge of the condi- 
tion to be studied, and accordingly certain 
directions underlie every investigator’s plan 
of study. For example, most physicians 
other than psychiatrists conclude, after 
reading and hearing about schizophrenia, 
that the field is a morass of conflicting and 
overlapping hypotheses about etiology, 
about the nature of primary and secondary 
symptoms, and about the existence of fun- 
damental and accessory processes. None of 
these hypotheses is supported by substan- 
tial data. All seem to be based on a small 
number of uncontrolled observations from 
which intuitive conclusions are derived. 
These intuitive conclusions are not good 
enough, since it is quite evident that 
thought by itself is the source of all error. 
Thought unsupported by observation can 
lead to no useful conclusion in medicine, 
and it creates spurious certainty where 
actual ignorance prevails. 

Psychiatrists agree on the diagnosis of 
schizophrenia in about 85% of severe (as 
distinguished from chronic) cases. This is 
a good level of agreement ; that is, it ap- 
proximates the level of accuracy of clinical 
diagnosis of, for example, aortic regurgita- 
tion in general medicine. However, agree- 
ment on the diagnosis of early or mild de- 
grees of schizophrenia is usually reported as 
about 50% ; that is, physicians who attempt 
to make the diagnosis have a degree of suc- 
cess that is no better than pure chance. This 
statistic is discouraging, for several reasons. 
For example, we are told that the best 
therapeutic results are obtained when treat- 
ment is started early. This general principle 
clearly applies to most diseases encountered 
in general practice, but the fallacy inherent 
in the application of this statement to schiz- 
ophrenia is obvious in view of the disagree- 
ment about which patients have mild or 
early schizophrenia. Considerations such as 
these require that clinical physiologists 
working on schizophrenia apply themselves 
to the general aim of learning about the 
physiology of schizophrenia in order to as- 


certain whether physiologic data can (a) 
help to establish the fundamental nature of 
the disease and (b) help to distinguish 
primary and specific from secondary and 
nonspecific manifestations. (Undertaking 
such studies does not require that physiolo- 
gists believe that schizophrenia is primarily 
a physiologic rather than a psychologic dis- 
order.) Once the primary disorder that 
underlies schizophrenia is determined, re- 
gardless of which methods prove to be suc- 
cessful, all difficulties in early diagnosis 
and in evaluating the effects of treatment 
will vanish. 

In the meantime, clinical physiologists are 
forced to omit study of early schizophrenia 
and to limit their studies in the disease to 
observations in patients with advanced 
states of the disorder. The need to study 
the advanced disease may introduce errors, 
since instead of studying schizophrenia it- 
self physiologists may find themselves study- 
ing malnutrition or the consequences of 
incarceration in a mental hospital. Actually 
the possibility that any changes found in 
schizophrenic patients might be due to 
non-specific stress is readily ruled in or out 
by making studies on patients with other 
diseases such as fevers, cancer, vascular 
accidents, etc. However, regrettably few 
investigators have introduced this type of 
control into their studies. 

Another source of error in studies on pa- 
tients with advanced schizophrenia is the 
occurrence of physiologic cycles in such 
patients. These cycles appear to be of two 
main types: (a) those associated with 
changes in behavior and (b) those not so 
associated. The first type is seen in striking 
degree in psychotic women who have severe 
exacerbations of their psychotic manifesta- 
tions beginning about one week before each 
menstrual period. Perhaps even more in- 
teresting are the women with post-partum 
psychoses who are entirely well except for 
a period of a week or 10 days of each 
month. A similar syndrome occurs in girls 
at puberty and has been named by German 
authors “periodische Umdaémmerungen in 
der Pubertét”—“periodic twilight states in 
puberty.” The recurrence of these con- 
fusional and hallucinated states at 4-week 
intervals in post-partum women and puber- 
tal girls certainly suggests a disorder of 
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ovarian function. (It is interesting to note 
in passing that the word “estrus” comes 
from the Greek oistros, which means a bit- 
ing insect or gadfly: hence anything that 
drives one mad.) However, any conclusion 
to the effect that the syndrome is ovarian 
in origin is negated by the fact that a 
similar syndrome occurs in boys at puberty. 

The other type of physiologic cycle seen 
in schizophrenia is not associated with 
behavioral change. These cycles seem to 
comprise several varieties, such as the long 
cycles studied by Colbert and others and 
the 2-week cycles observed at the McLean 
Hospital. The latter are particularly prom- 
inent at times when the patient’s condition 
is changing for either better or worse. The 
occurrence of these cycles requires that cer- 
tain physiologic studies involve repeated 
measurements made over a period of weeks 
if any correlation between physiologic find- 
ings and clinical state is to be made. 

In addition to all the scientific technical 
and procedural problems involved in the 
development of clinical physiology in a 
mental hospital, certain problems of still 
another sort should be considered : moral 
problems. All researchers who study sick 
people face these problems, but the prob- 
lems take a different form in mental hos- 
pitals. Clinical physiologists in a general 
hospital are morally bound to limit their 
research—that is, their non-diagnostic stud- 
ies—to experiments that do no harm and 
cause a minimum of discomfort. These 
studies must have as their aim the revela- 
tion of something about the patient’s disease 
so that he, or others with the same disease, 
may benefit from improvements in diagnosis 
or treatment. One fact that is usually over- 
looked is that all patients are morally obli- 
gated to co-operate in such studies. This 
obligation derives from the fact that all 
patients, whether in ward or private beds, 
are supported during their hospital stays by 
funds raised in the community. This does 
not refer to charitable donations given 
voluntarily by individuals ; it refers to huge 
sums given by the community to the volun- 
tary hospitals in the form of remitted taxes. 
This money is taken from each member of 
the community regardless of his wishes. Ac- 
cordingly, all patients in all non-profit hos- 
pitals have an obligation to all members 


of the community—an obligation to co- 
operate in research (and, of course, teach- 
ing) so that other members of the com- 
munity who have the same diseases or may 
have them in the future may benefit from 
improvements in diagnosis and treatment. 
Patients in mental hospitals are under the 
same obligation. Moreover, the staffs of 
those mental hospitals that base their treat- 
ment on getting the patients to enter into 
normal relations with the community are 
morally obligated to persuade their patients 
to co-operate in research. However, this 
obligation on the part of hospital staffs is 
rarely acted upon or even acknowledged in 
mental hospitals. A related problem involves 
the interpretation of the psychotic patient’s 
willingness to co-operate in research. The 
question may be raised whether a psychotic 
patient's acquiescence—or his refusal—is 
valid. It is customary, at least in some hos- 
pitals, to wait until the patient expresses 
acquiescence ; however, it is difficult to 
establish the validity of this acquiescence. 
This problem is derived from the more gen- 
eral problem of how freely psychotic pa- 
tients are to be permitted to control their 
own treatment—a problem as yet unsolved. 
Another question must also be consi- 
dered : whether attempts to explain to a 
psychotic patient the nature and purpose 
of the desired tests (such explanations start- 
ing days or weeks before the test is made) 
either (a) serve as a valid basis for a valid 
decision by the patient or (b) prevent him 
from making such a decision by confusing 
and frightening him so that an innocuous 
test becomes a disturbing experience to him. 
Clinical research in general hospitals 
must be conducted so as not to interfere 
with treatment. The same principle should, 
of course, guide research on patients in 
mental hospitals. However, there are 
marked differences in opinion among psy- 
chiatrists about whether taking a sample of 
blood or having a patient void into a urinal 
interferes with treatment. Psychiatrists 
therefore often find themselves in a difficult 
position : On the one hand, they are morally 
obligated not to recommend anything that 
interferes with their treatment of patients ; 
on the other hand, they are also morally 
obligated to persuade their patients to co- 
operate in research. These moral problems 
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severely test the skill and judgment of psy- tion should be given to resolving such diffi- 

chiatrists. It is probable that some psy- culties as soon as possible, since clinical 

chiatrists—presumably only those of little physiologic research in mental hospitals is 

experience—handle these problems badly. rapidly increasing in volume and extent all 
Studies aimed at clarifying these issues over the country. 

and at formulating rules to aid the inex- Mark D. Altschule, M.D., 

perienced are urgently needed. Considera- Waverley, Mass. 


THE BELIEVING MIND 


Of the things that are palpably not true, Socialism is one of the most satisfying to men 
of the romantic kidney . . . Years ago, when the single taxers were still making a noise 
in the land, I made a roster of the movement, setting down beside each name the varie- 
ties of balderdash that its owner believed in . . . one of the leading single tax agitators 
was also president of the League for Medical Freedom, a Verein of quacks organized to 
oppose vaccination. Another was a militant anti-vivisectionist, and proposed that the 
Johns Hopkins Medical School be closed by the police . . . a third was a table tapper, 
and a fourth got messages from the ghosts of Martin Luther, Lucy Stone, and Sitting 
Bull. A fifth deserted his wife for a cutie with pansy eyes, and lost, in consequence, his 
os smh college professor. A sixth, believing he was Millard Fillmore, was put away by 

is family ... 

Some look to spiritualism, some to chiropractic, some to genesis. Some took to prohibi- 
tion, the single tax, fasting, and the electronic vibrations of Dr. Abrams. But not one, so 
far as I can make out, took to sense. 

—H. L. MENcKEN (1926) 
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CHILD CARE 


Editor, THe AMERICAN JOURNAL OF PsyCHI- 
ATRY : 

Sim : The article “Culture and Mental II- 
ness,” by Ashley Montagu, Ph.D., which 
appeared in the July, 1961 issue of The 
American Journal of Psychiatry makes the 
assertion that “Contact with the mother’s 
body, the baby’s visual experience of that 
body, the support she gives, the breastfeed- 
ing that should continue for at least 9 
months, all these are indispensably neces- 
sary conditions for the well being and 
healthy development of the infant.” This 
sweeping generalization, for which Dr. 
Montagu adduces no supporting evidence, 
can only serve to create anxiety and guilt 
in the innumerable mothers who do not 
breastfeed their infants for 9 months. This 
is especially unfortunate since the available 
evidence casts doubt on the validity of this 
generalization. The March, 1961 issue of 
The American Journal of Psychiatry carries 
an article entitled “Individuality in Re- 
sponses of Children to Similar Environment- 
al Situations” in which data pertinent to 
this question from a long-term ongoing 
longitudinal study of child behavioral de- 
velopment are reported by myself, Birch, 
Chess and Robbins. About 40% of the 
mothers in a total group of 110 children 
being followed breastfed their children for 
2-5 months. No disturbances in behavior 
resulting from shift to the bottle, and no 
differences between these children and the 
others bottle-fed from birth have been 
noted. The data included details of func- 
tioning in the various areas of daily living 
before, during and subsequent to the shift 
from breast to bottle. In general, our study 
has shown that with all the issues involved 


in the process of socialization, such as wean- 
ing, toilet training and the birth of a young- 
er sibling, that there were wide variations in 
the responses of different children, based on 
the primary characteristics of reactivity of 
the individual child and the specific en- 
vironmental situation, and that no general- 
izations were possible that were valid for 
all the children. These findings are consis- 
tent with the several reviews of the profes- 
sional literature by Orlansky (Psychol. 
Bull., 46: 1, 1949), Bruch (Am. J. Ortho- 
psychiat., 24: 723, 1954) and Stevenson 
(Am. J. Psychiat., 114: 152, 1957) which 
have concluded that the available published 
data do not confirm the hypothesis that the 
pattern of child care practiced by the parent 
in the child’s early life has any one-to-one 
relationship to later personality develop- 
ment. 

Our experience with the mothers in our 
study, which is consistent with the observa- 
tions of Bruch (op. cit.) and others, is that 
the present day American mother is very 
vulnerable to any indication that her child 
care practices deviate from the standards 
enunciated by the presumed experts in the 
field. A concern for the cultural influences 
on mental health should make all of us 
working in this field careful not to enun- 
ciate any strictures against mothers (and 
fathers) on the basis of prior hypotheses or 
clinical impressions, unless and until they 
- buttressed by substantial objective evi- 

ence. 


Alexander Thomas, M.D., 
Associate Professor Psychiatry, 
New York University School 
of Medicine, N. Y. 


REPLY TO THE FOREGOING 


Editor, THe AMERICAN JOURNAL OF Psycui- 
ATRY : 

Sm: Dr. Thomas, in his much appre- 
ciated letter, states that I adduce no sup- 


porting evidence for the statement he 
quotes from my article “Culture and Mental 
Illness.” The evidence is, in fact, presented 
at considerable length in my book The Di- 
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rection of Human Development (Harper & 
Bros., New York, 1955), to which I gave 
the reference. Everything of relevance I 
have read since the publication of that book 
has only served to strengthen the view to 
which Dr. Thomas takes exception. With all 
respect may I say that a few apparent nega- 
tive findings in this area are quite insuffi- 
cient even to shake the massive amount of 
material which forms the foundation for the 
generalization which Dr. Thomas calls in 
question. 


What we now need are more longitudinal 
studies, all the more so since I fully agree 
with Dr. Thomas that individual variability 
is such that generalizations of the sort to 
which he objects will always be found to 
be inapplicable to some individuals, but this 
is precisely why they are generalizations 
and not universal statements. Perhaps the 
study of a little elementary logic is also in- 
dicated. 

Ashley Montagu, Ph.D., 
Princeton, N. J. 


MELLARIL : EJACULATION DISORDERS 


Editor, THz AMERICAN JOURNAL OF Psycui- 
ATRY : 

Sm: In regard to ejaculation disorders 
during Mellaril treatment, 4 cases of which 
are described in The American Journal of 
Psychiatry by Dr. Freyhan, Dr. Green and 
Dr. Heller, I'd like to report a similar one. 

Last month a_ well-developed, well- 
nourished 30-year-old colored American 
male was referred to me because of severe 


anxiety. The patient was started on 200 mg. 
Mellaril h.s., and on psychotherapy 3 times 
a week. On his fourth visit, he reported 
having had intercourse the previous night 
without ejaculation, also without climax. 


A follow-up could not be done because 
of patient’s decision to return to the United 
States to be hospitalized. 

Having used Mellaril for over 2 years in 
a large number of patients and having 
never encountered this complaint, I feel 
that a deeper study in regard to this side 
effect should be done and would like to in- 
vite reports from different psychiatrists who 
use Mellaril. 


Jacob Datshkovsky, M.D., 
Ave. Ejercito Nacional] 258-1, 
Mexico 5, D.F., 
Mexico. 


CORE OF KNOWLEDGE 


The best part of our knowledge is that which teaches us where knowledge leaves off 
and ignorance begins. Nothing more clearly separates a vulgar from a superior mind, 


than 


the confusion in the first between the little that it truly knows, on the one hand, 


and what it half knows and what it thinks it knows, on the other. 


—OLIVER WENDELL HoLMEs 
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NEWS AND NOTES 


Tae AMERICAN Boarp oF PsyYCHIATRY 
AND Nevuro.Locy SusMITs THE FOLLOWING 
Norice.—On October 8, 1961, the following 
regulation was passed : 

After June 30, 1962, all applicants for 
eligibility for examination in psychiatry 
and/or neurology by the American Board of 
Psychiatry and Neurology, Inc., must pre- 
sent three years of full time approved resi- 
dency training credit in order to fulfill the 
training requirements. After this date, the 
regulation permitting ante-1934 graduates 
to substitute ten years of full time experi- 
ence in lieu of formal residency training 
credit, will be terminated. 

The following examinations will be held 
by the American Board of Psychiatry and 
Neurology, Inc. : 

New York, New York—December 9, 11, 
12, 1961. 

San Francisco, California—March 31, 
April 2, 3, 1962. 

Detroit, Michigan—October 13, 15, 16, 
1962. 


Tae AmericaAN Boarp or PsyYCHIATRY 
anp Nevro.ocy, Inc.—The following are 
new Diplomates who successfully com- 
pleted the Board examination given in 
October, 1961 : 


PSYCHIATRY 

Atoynatan, Tanash H., M.D., Hartford, Conn. 
Backrass, Erwin, M.D., Howard, R. I. 

Bandle, Donald Francis, M.D., St. Louis, Mo. 
Basch, Michael Franz, M.D., Chicago, Ill. 

Bell, Exter Frank, Jr.. M.D., Houston, Tex. 
Benham, William D., M.D., Falls Church, Va. 
Brady, John Paul, M.D., Indianapolis, Ind. 
Byron, Harold J., M.D., Philadelphia, Pa 
Cattell, Richard Brenneman, M.D., Denver, Col. 
Charny, E. Joseph, M.D., Pittsburgh, Pa. 
Chediak, Charles, M.D., Topeka, Kan. 

Clifford, Joseph C., M.D., West Brentwood, N. Y. 
Cutri, Joseph John, M.D., Winston-Salem, N. C. 
Davidson, Edwin Maurice, M.D., Newton Hids., Mass. 
Davis, Carl Lewis, M.D., New Orleans, La. 
Davis, Martin David, M.D., New York, N. Y. 
Del Giudice, Amore, M.D., Binghamton, N. Y. 
de St. Felix, Edmond, M.D., Larned, Kan. 
Dietze, Hans J., M.D., Columbus, O. 

Dimitri, Konstantin D., M.D., Galesburg, Ill. 
Draper, Edgar, M.D., Chicago, Iil. 

Eichler, Myron Franklin, M.D., Baltimore, Md. 
Elmore, Carroll M., M.D., Topeka, Kan. 
Fineman, Abraham D., M.D. Brookline, Mass. 
Fleetwood, Wallace W., M.D., New Orleans, La. 
Flynn, Thomas T., M.D., Clayton, Mo. 

Fournier, Ferdinand E., M.D., Northville, Mich. 
Gaarder, Kenneth R., M.D., Rockville, Md. 


Garner, Wilfrid J., M-D., Halstead, Kan. 

Goldings, Herbert Jeremy, M.D., Newton Center, Mass. 
Graber, Hildegard Kellner, M.D., Newport, Minn. 
Greben, Stanley Edward, M.D., Toronto, Canada 
Greenspon, William S., M.D.. New York, N. Y. 
Grosenbaugh, Clare Henry, M.D., Grand Rapids, Mich. 
Hammond, Jerrold E., Charlottesville, Va. 
Hansen, Howard, M.D., Los Angeles, Calif. 

Harris, Sherwin J., M.D., Great Neck, N. Y. 

Hayes, Ray H., M.D., Lexington . Ky. 

Hellinger, Bernard S., M.D. Beverly Hills, Calif. 
Hyman, Maurice, M.D., Nashville, Tenn. 

Jacobsohn, Ulrich B., M.D., Camarillo, Calif. 


Jones, Arthur Lambert, M.D., F.R.C.P.(C), Toronto, Canada 


Jurgensen, Warren P., M.D., Fort Worth, Tex. 
Kafka, John S., M.D., Bethesda, Md. 

Keith, Robert M., M.D. Topeka, Kan. 
Kendrick, Curtis, M.D., New York, N. Y. 
Kennedy, Lawrence L., M.D., Topeka, Kan. 
Klassen, Orro Dyck, M.D., Wichita, Kan. 
Knox, C. Frank, Jr., M.D., Tulsa, Okla. 
Kosieradzki, Henryk, M.D., Marshallrown, Iowa 
Kritzer, Herbert, M.D., Washington, D. C. 
Lambert, Henry L., M.D., Little Rock, Ark. 
Lammers, Ann Hyacinth, M.D., Owings Mills, Md. 
Lee, Gary Melvin, M.D., Lawrence, Kan. 

Lile, Gwyn Henry, M.D., Ne Il. 

Maas, James Weldon, M.D., Bethesda, Md. 
Maclver, John, M.D., Pittsburgh, Pa 

Magier, Nina G., M.D., Salem, Va. 

Marchesi, John C., M.D., San Jose, Calif. 
Mehlinger, Kermit T., M.D., Chicago, Ill. 
Miller, Paul R., M.D., Chicago, Ill. 

Millman, Morton M., M.D., Chicago, Ill. 
Minui, Morteza, M. D., Eloise, Mich. 

Mooney, William E., MD., Pictsburgh, Pa. 
Moore, Robert Francis, M.D., Randolph, Mass. 
Morse, William R., Jr., M.D., Columbus, O. 
Murillo, Luis G., M.D., Greenwich, Conn. 
New, Bertrand L., M.D., New York, N. Y. 
Pavkovic, Anthony, M.D., Chicago, Ill. 
Pawlowski, Emil J., M.D., Wakefield, Mass. 
Perry, Gerald F., M.D., Roslyn, N. Y. 

Phillips, George McK., M.D., Crownsville, Md. 
Pierce, Hamilton Campbell, M.D., Great Falls, Mont. 
Platkin, Mauris Milton, M.D., Oxon Hill, Md. 
Preece, Howard G.. M.D., Walnut Creek, Calif. 
Prosen, Harry, M.D., M.R.C.P., Winnipeg, Canada 
Rapport, Samuel, M.D., Norwalk, Calif. 
Raskin, Milton, M.D., Worcester, Mass. 

Reid, F. Theodore, Jr., M.D., Chicago, Ill. 
Rinsley, Donald Brendan, M.D., Topeka, Kan. 
Robinson, William B., M.D., Tuscaloosa, Ala. 
Rothes, Wolfgang, M.D., Waukegan, Ill. 

Schiff, Daniel, M.D., Chicago, Ill. 

Schorer, Calvin E., M.D., Detroit, Mich. 
Schreier, Arthur Jay, M.D., Hartford, Conn. 


Smith, Charles Edward, Jr., M.D., Oklahoma City, Okla. 


Snow, Harold L., M.D., Los Angeles, Calif. 
Statman, Jerome Maurice, M.D., Topeka, Kan 
Steele, Robert G., M.D., Sarasota, Fla. 

Stevens, Stephen E., M.D., Woodland Hills, Calif. 
Stiller, Rochus, M.D., Elgin, Ill. 

Serand, Glenn T., Jr., M.D., Seattle, Wash. 
Svenson, Ernest O., M.D., New Orleans, La. 
Telingator, Richard H., M.D., Chicago, Ill. 
Tunkunas, Petras, M. D., Chicago, Ill. 

Van Daele, Alexander L., M.D., New York, N. Y. 
Van der Veer, J. R.. M.D, Toledo, oO. 

Van Dooren, Hugo, M.D. Tacoma, Wash. 
Weisler, Jacob M., M.D., New Orleans, La. 
Whitcomb, David Twining, M.D., Washington, D.C. 
Young, G., M.D, Miami, Fla. 


Kennedy, Ralph Cranford, M.D., Talmage, Calif. 
(certified in Supplementary Psychiatry) 
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Anderson, Wilmer M., M.D., Philadelphia, Pa. 
Barrows, Howard Strong, M.D. Arcadia, Calif. 
Block, Jerome M., M.D., New York, N. Y. 
Daly, Richard F., M.D., Memphis, Tenn. 
Egan, Robert William, M.D. Brookline, Mass. 
Green, David, M.B., New York, N. Y. 

Jaros, Rose Mary, M.D., Kensfield, Calif. 
Mileris, Jonas Valdemaras, M.D., Aurora, Ill. 
Score, John Sewell, M.B., Orlando, Fia. 
Swanson, August G., M.D., Seattle, Wash. 
Turrell, Richard C., M.D., Louisville, Ky. 
Weiss, Stuart, M.D., St. Louis, Mo. 


New Facuiris, New State, For 
MENTALLY Retarpep.—Governor Rockefel- 
ler has announced completion of plans for 
a proposed $17 million construction pro- 
gram for the School of Mentally Retarded at 
Mt. McGregor, in Saratoga County. The 
new buildings at Wilton will provide room 
for 1180 patients. The site is adequate for 
expansion, and eventually 2800 patients 
could be taken care of. The existing build- 
ings, currently housing 130 patients, are 
being renovated to accommodate an addi- 
tional 215 patients. 

The plans include a schoolbuilding with 
residence cottages for school children, a 
medical surgical hospital building, build- 
ings for the severely retarded, training and 
rehabilitation facilities, as well as recrea- 
tional areas and a centralized playfield for 
major institutional programs. 


Dr. Water HamMsurcer.—The untimely 
death of Dr. Walter Wile Hamburger oc- 
curred September 21, 1961. A graduate of 
the University of Chicago, he pursued medi- 
cal training at the Peter Bent Brigham Hos- 
pital, Boston, and the Cincinnati General 
Hospital. He then served in the United 
States Army Medical Corps for over 3% 
years including duty in the CBI Theater. 
On his return from the service in 1948, he 
undertook training in clinical psychiatry and 
medicine at the Strong Memorial Hospital, 
University of Rochester, and later trained 
at the Institute for Psychoanalysis, Chicago. 
He served on the faculty of the Medical 
School of the University of Rochester from 
1948 until his death, at which time he held 
the rank of associate professor (full time). 
He was a devoted teacher, clinician, and re- 
searcher, contributing much to the under- 
standing of obesity. His interests were wide 


and always involved a comprehensive view 
of medical as well as emotional components 
of illness. He was active in many community 
affairs as well as national organizations, in- 
cluding the American Psychiatric Associa- 
tion, the American Psychoanalytic Society, 
American Psychosomatic Society and GAP. 
He was a warm, humble, thoughtful man, 
beloved and admired by many and who 
will be sorely missed by family, friends, and 
colleagues. 


Seconp CANADIAN INSTITUTE ON MENTAL 
Services.—This Institute, sponsored 
by the Canadian Psychiatric Association, is 
to be held at the Chateau Laurier, Ottawa, 
Jan. 15-18, 1962. 

The panel on the first day, Canadian 
Mental Health Association Report on Men- 
tal Health Services in Canada, comprises : 
History and Purpose—Dr. J. D. Griffin ; Im- 
plications for Mental Hospitals—Dr. C. A. 
Roberts ; Implications for Community Men- 
tal Services—Dr. B. H. McNeel ; Implica- 
tions for Private Practitioners—Dr. R. J. 
Weil ; and Implications for Teaching—Dr. 
J. S. Tyhurst. Other major topics are Nurs- 
ing services; Occupational therapy; Inte- 
gration of therapeutic services within the 
community ; Financing, community organ- 
ization, local administration, etc. ; and Psy- 
chotherapy. 

Further information may be obtained 
from the Institute of Mental Health Serv- 
ices, Canadian Psychiatric Association, Suite 
103, 225 Lisgar St., Ottawa 4, Ontario. 


Dr. Henry Luioyp.—The death of Dr. 
Henry William Lloyd, owner and operator 
of the West Hill Sanitarium in Riverdale, 
New York, occurred at his home Oct. 7, 
1961. His age was 83. 

Dr. Lloyd, a native of Massachusetts, was 
graduated in Medicine from the University 
of Pennsylvania. He served as a captain in 
World War I. During the past three dec- 
ades he had operated the West Hill Sani- 
tarium as a private psychiatric hospital. 
Much earlier he had acquired the Audubon 
Sanitarium in upper Manhattan, a former 
general hospital which he converted to a 
private institution. 
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Dr. Lloyd had been a member of the 
American Psychiatric Association since 1937. 
He was a member of the New York Acad- 
emy of Medicine. He was a Free Mason. 


JournNAL oF ABNORMAL AND Sociau Psy- 
cHOLOGY.—Beginning with the January 1962 
issue, this Journal will become a monthly 
rather than a bimonthly journal. Each of 
the annual two volumes, therefore, will 
contain 6 issues rather than 3 as heretofore. 
The 1962 annual subscription rate of $20.00 
(foreign $20.50) will not be changed. 

For further information write to the 
American Psychological Association, 1333 
Sixteenth Street, N. W., Washington 6, 
D. C. 


Dr. Denser Honorev.—Herman C. B. 
Denber, M.D., Director of Psychiatric Re- 
search at Manhattan State Hospital, New 
York, and Associate Clinical Professor of 
Psychiatry at the New York Medical Col- 
lege, was recently honored by the French 
government. At a ceremony held in the 
Ministry of Health in Paris, he was dec- 
orated and made a Chevalier de [Ordre de 
la Santé, in recognition of his efforts 
towards increasing scientific and cultural 
exchanges between French and American 
psychiatrists. 


Tento NationaL TELE- 
CAST FOR Puysicians.—This telecast will 
originate from the Albert Einstein College 
of Medicine in New York City on Dec. 13, 
1961 (9 p.m. E.S.T.) and will be trans- 
mitted to cities listed below. 

Patients with lesions of the brain will be 
presented by a distinguished panel of clini- 
cians, including 3 guests from other coun- 
tries—Dr. Wilder Penfield and Dr. Donald 
L. McRae from Montreal, and Dr. Mac- 
donald Critchley from London, Eng.—and 
American specialists in several cities. 

This Grand Rounds telecast may be seen 
at the following locations (times given are 
local times) : 

Boston—Pilgrim Theatre, 658 Washington 
St., at 9 p.m. 

Chicago—Uptown Theatre, 4814 Broadway, 
at 8 p.m. 


Cleveland—Academy of Medicine, Library 
Auditorium, at 9 p.m. 

Kalamazoo—The Upjohn Co., Portage Plant 
Cafeteria, at 9 p.m. 

Los Angeles—Wiltern Theatre, 3784 Wil- 
shire Blvd., at 9 p.m. 

Minneapolis—Pick-Nicollet Hotel, Interna- 
tional Ballroom, at 8 p.m. 

N. Y. City Area : 

Manhattan—Town Hall, 123 West 43rd St., 
at 9 p.m. 

Bronx—Albert Einstein College of Medicine, 
Robbins Auditorium, Eastchester Rd. and Mor- 
ris Park Ave., at 9 p.m. 

Philadelphia—69th Street Theatre, Garrett 
Rd. and Westchester Pike, at 9 p.m. 

Pittsburgh—Webster Hall Hotel, Georgian 
and Terrace Rms., at 9 p.m. 

San Francisco—Veterans Bldg. War Me- 
morial, Auditorium, at 9 p.m. 

Syracuse—Onondaga County War Memorial, 
Exhibit Hall, at 9 p.m. 

Washington, D. C.—Medical Society of 
D. C., Auditorium, at 9 p.m. 


INTERNATIONAL UNION FOR HEALTH Epv- 
caTion.—The 5th International Conference 
of this Union is to be held from June 30 to 
July 7, 1962 in Philadelphia, Pa. The broad 
theme of the scientific program is “Man in 
His Environment.” 

Applications for advance registration 
should be sent to : Conference Secretariat, 
1962 International Conference on Health 
and Health Education, 800 Second Ave., 
New York 17, N. Y., and should be received 
by April 1, 1962. Registration fee is $22, for 
individual members of a participant’s family 
accompanying him $11, and for students in 
professional schools $15. 


Dr. Conn Recerves Hypnosis AwWARD.— 
Dr. Jacob H. Conn of Baltimore, Md. was 
presented with the 1961 Dr. Bernard B. 
Raginsky Award at the annual meeting of 
the Society for Clinical and Experimental 
Hypnosis in Cleveland, O. He is the second 
physician to receive this award, the first 
recipient having been Dr. Lewis R. Wol- 
berg of New York. 

Dr. Conn was President of the National 
Society for Clinical and Experimental Hyp- 
nosis from 1959 to 1961. He is assistant pro- 
fessor of psychiatry at the Johns Hopkins 
University School of Medicine. 
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WrruprawaL or THe Druc FLiexin.— 
The McNeil Laboratories, Inc., Fort Wash- 
ington, Pa., reports that on the basis of 
clinical observations submitted to the com- 
pany by physicians suggesting that Flexin 
may be associated with the development of 
hepatitis in an occasional hypersensitive pa- 
tient, the company is withdrawing from the 
market Flexin, Flexilon, Flexilon-HC, and 
Triurate. Physicians having samples or sup- 
plies of Flexin or any of the drugs named 
are requested to destroy them. 


ASSOCIATION OF PsyYCHIATRISTs. 
—In the Philippines the Group for the Ad- 
vancement of Psychiatry was organized 
Sept. 5, 1961 by 14 psychiatrists who having 
trained in hospitals in the United States 
have recently returned to Manila. 

The Chairman is Virgilio G. Santiago who 
is the first Filipino diplomate of the Ameri- 
can Board of Psychiatry and Neurology. 


MenTAL Researcu Grants.—Dr. 
Luther L. Terry, Surgeon General of the 
U. S. Public Health Service, has announced 
the award of 48 grants, totaling $14,575,628, 
to help build and equip additional health 
research facilities in 40 institutions in 23 
states. These grants which are awarded on 
a matching basis, are designed primarily to 
promote medical research. 

The following grants were made for 
mental health research : $172,516 to Wash- 
ington University School of Medicine, St. 
Louis, Mo. for an addition to Renard Hos- 
pital for Psychiatric Research, and equip- 
ment; $512,500 to Pacific State Hospital, 
Pomona, Calif. for a mental health research 
building; and $72,580 to University of 
Colorado Medical School, Denver, Colo. for 
new building and equipment for psychiatric 
research. 


Fist Inrer-AMERICAN CONFERENCE ON 
ConcENITAL Derects.—This conference will 
be held January 22-24, 1962, at the Statler 
Hotel, Los Angeles, Calif., sponsored by 
The National Foundation and the Univer- 
sity of Southern California. 

The conference will deal with: 1. Ge- 
netic defects (hemoglobin, galactosemia, 
gargoylism, amino acid defects), 2. Struc- 


tural defects (chromosomal abnormalities 
with particular reference to sex, mongolism, 
central nervous system defects, genito-uri- 
nary defects, eye defects as an expression 
of congenital defects ). 

The range of topics in this im t con- 
ference is very wide and will be dealt with 
by recognized authorities. 

The proceedings, including all scientific 
papers, will be published. 

Inquiries should be addressed to the 
Secretariat of the First Inter-American Con- 
ference on Congenital Defects, University 
of Southern California, University Park, Los 
Angeles 7, Calif. 


Seconp CANADIAN INsTITUTE ON MENTAL 
Heattu.—This Institute is to be held Jan. 
15-18, 1962, at the Chateau Laurier in Ot- 
tawa. The Academic Lecture will be de- 
livered on the first day of the Institute by 
Dr. Jack R. Ewalt, Professor of Psychiatry 
at Harvard Medical School. Dr. Ewalt will 
discuss both the recommendations of the 
Joint Commission on Mental Health and 
those of the reports of the Canadian Mental 
Health Association. 

Principal speakers during the sessions of 
the Institute will be : Dr. J. D. Griffin, Di- 
rector of the Canadian Mental Health Asso- 
ciation ; Dr. C. A. Roberts, Director of the 
Verdun Protestant Hospital, Montreal ; Dr. 
B. H. McNeel, Chairman of the Mental 
Health Division, Ontario Dept. of Health ; 
Dr. R. J. Weil, Assistant Professor of Psychi- 
atry, Dalhousie University ; Dr. J. S. Ty- 
hurst, Professor and Chairman of the De- 
partment of Psychiatry, University of British 
Columbia. 

At the banquet on the evening of Jan. 15, 
Dr. Jean Saucier, President of the Canadian 
Psychiatric Association, will preside, and 
Dr. Robert H. Felix, Director of the (U. S.) 
National Institute of Mental Health, will be 


the guest speaker. 


Correction.—The last quotation at the 
bottom of p. 470 in the November issue 
of the Journal was treated unkindly by the 
printerman. 

The title word “Genes” was decapitated, 
and the source of the quotation was edged 
off the page. 

The source was Ecclesiastes 7:13. 
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Crime ww Amenica. Edited by Herbert A. 
Bloch. (New York : Philosophical Library, 
1961, pp. 355. $6.00.) 


Crime, in spawning its assortment of social 
problems, has invoked as well a wide range of 
remedial forces. On the one hand, public action 
—governmental, judicial and correctional— 
maintains its attempt to control and combat 
the tide of offense. On the other hand, an array 
of professional and lay elements—medical, 
academic, legal and community—pursues the 
endeavor to clarify the dynamic principles of 
criminal behavior and thereby to give direction 
and meaning to the crusade for better adapta- 
tion to, what Dr. Bloch calls, “the painfully 
acquired inhibitions of civilization.” How 
greatly the polymath composition of this en- 
deavor has proliferated in the last few decades 
is illustrated by the nature of this book. Of 
the 24 contributors, 12 have university or 
other academic connections, 5 are medical 
practitioners, 4 are police connected, 3 repre- 
sent public organizations, 1 is an Army general 
and 1 a Senator. 

Most of the 23 papers constituting the book 
were read at the annual meetings of the Ameri- 
can Society of Criminology. They, therefore 
reflect a diversity of viewpoint that Dr. Bloch, 
Professor of Sociology and Anthropology at 
Brooklyn College, cites as characteristic of the 
organization ; incidentally, he notes that the 
reconciling of these divergencies is an organiza- 
tional aspiration not yet achieved. However, 
this heterogeneous quality adds the spice of 
controversy to the symposium. He classifies as 
frankly controversial such topics as psycho- 
graphology, the Glueck delinquency prediction 
scale, the role of hereditary factors and social 
viewpoints on gambling. A further controversial 
item is Dr. Jack Kevorkian’s proposal that 
capital punishment be adapted to purposes of 
physiological research by using condemned 
criminals as laboratory subjects. 

Among the especially useful items in the 
book are 3 papers recapitulating the issue of 
the McNaghten Rule and insanity. These are 
contributed by Dr. Frederick J. Hacker and 
Marcel Frym of Beverly Hills, Dr. Philip A. 
Roche and Dr. Dean C. Tasher. There is also 
some incisive exposition and comment in Dr. 
Canio Louis Zarrili’s critical analysis of the 
Royal Commission Report on Homosexuality 
and Prostitution, a document worthy of more 
attention than it has generally received. 


BOOK REVIEWS 


Some constructively critical plain talk about 
“Correction’s Sacred Cows” is offered by How- 
ard B. Gill, with this as his central theme : 
The correctional process is not made up of 
5 or 6 separate constellations—prevention, 
police, courts, prisons, probation and parole— 
each whirling in space in its own orbit, and 
occasionally colliding one with another. It is 
a single process and demands an integrated 
and coordinated program under the unified 
command of a professional leader of the high- 
est caliber on at least 3 levels—federal, state 
and city. Because of the lack of such coordi- 
nation and such high professional leadership, 
we may be losing the war on crime in the 
United States. 

Dr. Bloch, as moderator, strikes a sobering 
realistic note on the position and prospects of 
diffused anticrime endeavor. He sums up: 
“Although it may be true that there is con- 
siderable agreement upon the use of scientific 
method, especially when informed with the 
conviction of humanitarian purpose, there are 
nevertheless serious controversies in the field 
of criminology. . . . Such conflicts can be bit- 
ter, frequently leading to confusion of under- 
standing and purpose, and which, perhaps, 
can only be reconciled in the long run by the 
emergence of a new philosophy within the 
entire field of corrections. Such a philosophy is 
beginning to take shape and is based upon 
the premise that most, if not all, offenders 
can be rehabilitated and that the techniques 
for such reclamation lie only partially in com- 
pulsive detention and punishment.” 

S. Banay, M.D., 
New York 21, N. Y. 


Somatic TREATMENTS IN Psycuatry. By Lo- 
thar B. Kalinowsky, M.D., and Paul H. 
Hoch, M.D., in collaboration with Brenda 
Grant, M.D., D.P.M. (New York and Lon- 
don: Grune & Stratton, 1961, pp. 413 
(incl. bibliog. pp. 54 and index pp. 13), 
$9.75.) 


This book may be regarded as the standard 
presentation of treatment in psychiatry today. 
It covers fully all the procedures of recent 
decades and evaluates carefully the usefulness 
of each one. The text is particularly valuable 
in that there is full coverage of the foreign 
literature as well as the American, with the 
sound background of the wide experience of 
the authors. 
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A characteristically American tendency has 
been to drop an older treatment procedure 
when a new one is brought forward. The au- 
thors maintain a salutary balance in this 
respect, indicating that the earlier somatic 
therapies served, and still serve, their purpose. 
“None of the previous somatic treatments has 
become obsolete even though some of their 
indications have changed.” Even psychosur- 
gery, which in recent years has lost heavily in 
prestige, is found to be “an extremely useful 
tool in selected, otherwise intractable cases.” 

After a concise historical review (5 pp.) of 
the new therapies, the book begins with phar- 
macotherapy because this is the method “tried 
first in the vast majority of psychiatric pa- 
tients.” It was Jean Delay, professor of psychi- 
atry, in the University of Paris, who intro- 
duced modern psychopharmacology with the 
drug chlorpromazine ; and his classification of 
the “tranquilizers” and the innumerable 
“neuroleptic” and other compounds that daily 
issue from the pharmaceutical houses is gen- 
erally followed in this book. The authors indi- 
cate the steps rigidly necessary in evaluating 
a new drug: first, recognition of potentially 
useful biological effect ; second, determination 
of relative safety by trial with animals ; third, 
establishment of action, therapeutic effect, and 
safety in human subjects (n.b. side-effects) . 

It is in schizophrenic reactions that the 
neuroleptic drugs have been most widely used, 
but they have been resorted to in virtually all 
disturbed mental states. Indications and side- 
effects are thoroughly covered; likewise in 
combination with other drugs or treatment 
methods such as ECT. Extensive clinical in- 
vestigations and their results are fully reported. 
This section of the book on pharmacotherapy 
occupies 118 pages. 

Next come the various convulsive therapies 
(83 pp.), insulin coma treatment (63 pp.), 
psychosurgery (36 pp.), various pharmacologi- 
cal and other methods (23 pp.). The final 
section (16 pp.) is devoted to theoretical 
remarks. 

The reviewer has taken the liberty to itali- 
cize portions of the first paragraph of this last 
section of the book: “Psychiatry differs from 
other fields of medicine in a deplorable lack of 
facts on which all psychiatrists can agree. 
There is no generally accepted etiology of most 
mental diseases, and the entire foundation of 
the specialty of psychiatry is based on theories 
believed by some and opposed by others . . . 
all psychiatric treatments were found empiri- 
cally, and only later theories were developed 
to explain their action. . . . None of these 
attempts was satisfactory.” 


The authors summarize and discuss in these 
illuminating pages the various theories that 
have been proposed in connection with the 
several treatment procedures described in the 
text: “Practically no study is available that 
proves the necessity of psychotherapy by com- 
paring the results in patients who received 
psychotherapy with those who did not.” And 
they continue : “Empirically, the organic treat- 
ment produced results. [They] rapidly accumu- 
lated considerable statistical material which 
could be analyzed and criticized. By compari- 
son, the psychotherapeutic approaches have 
practically no statistics or the number of pa- 
tients evaluated and reported is very small.” 
And they warn: “The indiscriminate use of 
the somatic treatments, particularly electric 
shock therapy, must be deplored. However, 
indiscriminate use of psychotherapy also oc- 
curs.” They express the opinion that “markedly 
depressed patients,” with whom good rapport 
is impossible, “often become worse under such 
treatment but usually very quickly recover 
with electroshock treatments.” 

The situation as it is today is tersely summed 
up in the following sentence with which these 
two eminent authors close their book: “At 
present, we can say only that we are treating 
empirically disorders whose etiology is un- 
known, with methods whose action is also 
shrouded in mystery.” 

Happily tireless investigation continues— 

C. B. F. 


Tae Deatu or Apam. By John C. Greene. 
(Ames : The Iowa State University Press, 
1959, pp. 388. $4.95.) 


This is a most admirably readable and de- 
lightfully illustrated account of the rise and 
development of the idea of “Evolution” and 
its impact on Western thought. The subject 
has been often dealt with, but never in a more 
attractive manner, the attraction being due 
principally to the manner in which Professor 
Greene, who teaches the history of science at 
Iowa State University, has combined the quali- 
ties of scholarship, good judgment, and a felici- 
tous style. 

Beginning with an exposition of the relevant 
Newtonian concepts of the 17th century con- 
cerning the nature of Nature and Nature’s God, 
the author, step by step, takes us through the 
labyrinth of intellectual changes which gradu- 
ally prepared the way for the Darwinian revo- 
lution. This is a fascinating excursion, and I 
have no hesitation in recommending this book 
beyond all others as the best book of its kind. 
It is, indeed, a remarkable performance. And 
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what, from the reader’s point of view, is quite 
as remarkable is the extraordinarily low price 
at which the book is published. A sensible man 
would not only enjoy reading the book, but 
laying in a store of copies, as gifts to be 
thoughtfully bestowed upon the deserving. 

Readers of this Journal will particularly 
value the exposition of the development of our 
contemporary conception of man’s nature, cul- 
minating, of course, in Freud, and perhaps to 
be rescued from its errors by the New Instru- 
mentalist. 

Altogether this is a memorable book. 

AsHLEY Montacu, Px.D., 
Princeton, N. J. 


EssenTIALs or Nevroiocy. By John N. Wal- 
ton, M.D., M.R.C.P. (Montreal : J. B. Lip- 
pincott Co., 1961, pp. 422. $6.75.) 


This is a small handbook written by an 
author-investigator familiar to most neurolo- 
gists as one who can speak and write well. This 
volume lives up to the high standard already 
set by the author. The book is clearly and con- 
cisely written and one is amazed to find so 
much in one small volume. The author has 
successfully interwoven concepts relating to 
disturbed physiology in structural lesions, 
chemically determined disorders and the mal- 
adaptations due to various genetic and environ- 
mental factors. He points out again and again 
that it is the whole person and his family who 
need to be studied in the clinical setting. His- 
tory taking, physical examinations, special tech- 
niques of investigation are neatly portrayed 
and followed by chapters on interpretation of 
symptoms and signs. A brief description, but 
containing the essential points, is given of 
neurologic diseases including primary and sec- 
ondary conditions. The book is written for 
medical students and post-graduate students. It 
will not be very useful to the post-graduate 
student in neurology except as a starting point 
in his clinical work. It can be recommended to 
psychiatrists and internists as a quick reference 
for purposes of preparing for specialty examina- 
tions. The reviewer regards the book as one of 
the better, if not the best, books in its class. 

ALLAN A. Batey, M.D., 
Saskatoon, Sask., Can. 


TorrcaL or Vol. 
I. Edited by Berthold Stokvis. (Basle, Swit- 
zerland: S. Karger, 1959, pp. 70. Sfrs. 
11.70) Vol. II. Edited by Wilfred C. Hulse. 
(Same publisher, 1960, pp. 197. Sfrs.27.—.) 


The editor of the multi-lingual journal, Acta 
Psychotherapeutica, started in 1959 to publish 


small monographs on timely “problems,” en- 
countered by psychotherapists all over the 
world. The first volume is devoted to historical 
aspects with contributors from Holland, Eng- 
land, U.S.A., France, and Germany. The second 
volume, almost three times as long as the first 
deals with the “Sources of Conflict in Con- 
temporary Group Psychotherapy,” and is read- 
ily accessible to American readers as it is 
published entirely in English under the spon- 
sorship of the Eastern Group Psychotherapy 
Society and the Postgraduate Center for Psy- 
chotherapy in New York. Its contents are 
among the most valuable this reviewer has en- 
countered in the field of group psychotherapy. 
There are individual papers, such as “The 
Application of Group Concepts to the Treat- 
ment of the Individual in the Group” by S. H. 
Foulkes (London), as well as informal panel 
discussions. Both to the beginning as well as 
the experienced practitioner, the book can be 
highly recommended ! 
Hans A. Px.D., 
Los Angeles, Calif. 


Parxinson’s Disease Its MEANING AND MAN- 
AGEMENT. By Lewis J. Doshay, M.D. (Phil- 
adelphia : J. B. Lippincott Co., 1960, pp. 
224. $1.45.) 


This publication achieves quite well the 
author’s purpose of fulfilling the need for a 
popular book on this subject. A preliminary 
chapter describing the nature of the disease 
properly reassures patients regarding the lack 
of many dreaded features like pain, mental 
impairment and inheritance. In explaining the 
nature of symptoms, there are useful illustrated 
descriptions of the effects of rigidity and tremor 
with due emphasis on the organic rather than 
psychogenic cause. In a similar way it is 
pointed out that the disease does not cause 
many of the distressing symptoms which occur 
with other well-known chronic diseases like 

in tumour, cancer and multiple sclerosis. 
The lack of readily available facilities for re- 
habilitation and skilled medical supervision is 
properly mentioned. In a brief historical section 
there is due tribute to the original essay of 
James Parkinson in 1817. The chapter on cur- 
rent medicinal treatment is probably the most 
authoritative section, being a useful reference 
for physicians as well as enlightening patients 
and their relatives. Physiotherapy is given due 
emphasis and the section on brain surgery is 
valuable in mentioning the limitations of this 
popular new form of treatment. Practical points 
regarding exercises and activities of daily liv- 
ing are included. Final chapters support public 
interest and community efforts to deal with 


| 
| 
q 
q 
‘ 
| 


572 BOOK REVIEWS 


[ December 


this major problem and outline the plans of 
two new Parkinson Foundations centered in 
New York City. 

As a neurologist the reviewer found this 
book helpful regarding practical aspects of 
treatment. It will be of still further interest 
to general practitioners and patients. 

J. Cumrorp Ricnarpson, M.D., 
Toronto General Hospital, 
Toronto, Ont. 


Tue Maze Test anp PsycHo.ocy. 
By Stanley D. Porteus, D.Sc. (Palo Alto, 
Calif.: Pacific Books, 1959, pp. 203. 
$5.50.) 


In his present work Professor Porteus con- 
veniently brings together a significant body of 
evidence relative to fnctional impairment and 
behavioral effects attendant upon all types 
of psychosurgery, vitaminosis and the use of 
chlorpromazine. The Porteus Maze Test, the 
history and articulation of which are discussed 
in Chapters III and XI, has proven to be one 
of the most sensitive measures of brain damage 
available. 

In use since 1915, the Maze Test has been 
variously conceived and employed as a test 
of generalized planning capacity (prehearsal 
and prevision), testing a segment of general 
intelligence neglected or inadequately assessed 
by any other series of tests (cf. p. 42)—a per- 
formance text of considerable diagnostic sig- 
nificance in the classification of psychoneurotics 
as dysthymics on the one hand, and hysterics 
and psychopaths on the other (cf. pp. 95 ff.) 
—a prognostic test which serves at least as 
a partial index of social adaptation (p. 84) 
having considerable predictive value in the 
identification of delinquent and _protodelin- 
quent disposition (cf. particularly pp. 90, 94) 
as well as potential industrial efficiency (p. 
91). 

The Porteus Maze is among the few tests 
which provide insight into the behavioral ef- 
fects and functional performance reduction on 
the part of operates subjected to standardized 
local lesion of the brain. It is a test specifically 
conceived as measuring foresight and general 
planning capacity. Since, according to Maze 
Test results, frontal lobe damage results in a 
marked reduction of planning ability, this pro- 
vides strong presumptive evidence that plan- 
fulness is at least mediated by the frontal 
lobes (cf. pp. 39 f., 47, 62). 

To the clinician and the psychiatrist the 
effectiveness of the Maze as a sensitive indi- 
cator of brain damage is perhaps its prime im- 
portance. Postoperative examination, employ- 
ing such standard testing devices as the Kohs 


Block Design Test, the Rorschach Test and 
the Wechsler-Bellevue afforded only negative 
or indifferent results (cf. pp. 53, 62 f.) while 
the Maze revealed extensive and apparently 
lasting impairment of the critical functions of 
initiative and response (pp. 54, 62), results 
which accorded themselves well with the in- 
tuitive estimate of the results of lobotomy 
tendered by qualified observers. As a conse- 
quence of maze testing these intuitive judg- 
ments are now supported by quantified test 
results, results so sensitive that tentative gen- 
eralizations can be hazarded which would 
indicate that damage inflicted on more an- 
terior or rostral portions of the frontal lobe 
result in much less Maze impairment than 
those inflicted at a more posterior site (pp. 
60, 149). In lobotomy, the more serious losses 
in maze treading ability follow the more pos- 
terior lesion ; similarly, topectomies in which 
ablations are superior and posterior result in 
more serious T(est) Q/(uotient) reductions 
than inferior and anterior excisions. Trans- 
orbital lobotomy impairs! the operate’s maze 
treading ability, thermocoagulation of areas 
9 and 10 result in major maze treading deficits 
and thalamotomy, destroying the terminals 
of cortico-thalamic communication, apparently 
reduces the subject’s preoperative maze score 
by 30 T.Q. points (cf. pp. 50 f.). 

Such results, above and beyond their ability 
to indicate the extent of performance impair- 
ment consequent upon cortical excision, venous 
ligation or lobotomy, assist in determining the 
normal state function of the frontal lobes. 
Hitherto, assessment of the function of the 
frontal region of the brain exaggerated its 
importance to comparative intelligence. The 
studies conducted on lobotomized patients in 
the Columbia-Greystone projects provided only 
negative results with respect to reduction in 
the level of general intelligence as measured by 
standard “I.Q.” examinations. Only Maze 
Test results seemed to indicate a critical re- 
duction in important areas of intellectual per- 
formance, those associated with planned ac- 
tivity. There is strong presumptive evidence, 
therefore, that the frontal lobes mediate 
planned activity and subserve that signally 
human activity ofttimes referred to as “de- 
layed choice” or “anticipatory delay.” 

When one considers the importance of 
“imaginally experienced trial and error” in 
distinguishing the behavior of Homo sapiens 


1 The extent of this impairment cannot be con- 
fidently apprized until the available data are more 
analytically assessed (cf. Smith, A.: J. of Ment. 
Sci., 106: July, 1960) and more data become 
available. 
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from that of the reflex or instinctual responses 
of his less distinguished antecedents, the im- 
portance of the development of the frontal 
lobes in man’s secular evolution can hardly be 
underestimated. 

The continued and increased usefulness of 
the Porteus Maze as a testing device mark it 
a hardy growth in the hothouse of psycho- 
metric techniques. As we have tried to in- 
dicate, its fruits, like its effective areas of 
application, have been many and varied. In- 
terestingly enough, while Professor Porteus 
alludes, several times throughout the text, to 
the usefulness of the Maze in the study of 
primitive mentality (cf. pp. v, 8 f., 68, 83, 
102), as well as racial temperament (cf. pp. 
132, 134), there is no systematic exposition of 
the findings in the present volume similar to 
that which appeared in his earlier work, The 
Porteus Maze Test and Intelligence (Palo 
Alto, California : Pacific Books, 1950), Chap- 
ters IX and X. The omission of these findings 
is to be lamented. So little has been forth- 
coming in these areas that each failure to at 
least review the established findings is a serious 
loss. It is to be hoped however, particularly 
with respect to available primitive subjects, 
that maze testing be, in the future, conducted 
with the more expanded series of tests (cf. 
Chapter VIII, Extension Maze Series), in 
order to mitigate one of the cardinal objec- 
tions raised against the testing of primitives. 
The employment of a single test series, particu- 
larly where there is a paucity of available sub- 
jects (as is often the case in primitive popu- 
lations) make chance deviations dispropor- 
tionately significant. 

Professor Porteus has recently indicated that 
the Maze Tests can be considered a supple- 
mentary anthropometric approach (cf. “A New 
Anthropometric Approach” [with Kleman, 
J. : Mankind Quart., I: July, 1960). This 
coupled with the suggestion of Professor Cor- 
rado Gini, President of the International Insti- 
tute of Sociology, that psychic traits be 
weighed in the classification of human popu- 
lations (cf. “Possono e devono i caratteri 
psichici e culturali essere tenuti presenti nella 
classificazione delle razze umane ?” Genus, XI : 
1-4, 1955) augurs a rebirth of interest, on the 
experimental and speculative levels, in ethno- 
psychological differences. 

Lucidity of presentation, a ready command 
of language, and a well-turned metaphor make 
the volume a model piece of professional liter- 
ature. 

Unfortunately there is no index. 

A. James Grecor, Px.D., 
University of Hawaii. 


Unsewusstes MAuLen. Erne Fouce von Br- 
DERN. Edited by Margarete Mhe. (Mu- 
nich: Urban and Schwarzenberg, 1959, 
pp. 52. DM 40.—.) 


This small volume covers a 4-year Gemein- 
schaftsarbeit (common project) between the 
therapist and the patient. The question how 
the painting of unconscious images originates, 
is partly answered by the patient. She states 
that there are two possible ways to paint an 
unconscious picture: one is to “let the brush 
act by itself,” regardless of how the patient 
starts the painting ; the other way is for the 
patient’s visual imagination to arrive “sudden- 
ly,” in relation to a specific individual or situa- 
tion. Just prior to the commencement of a 
painting, the patient is often in a state of de- 
pression or anxiety, in which case the picture 
turns out to be “very strong.” The text of this 
small volume is actually a commentary on the 
appendix, which contains 114 multi-color 
prints. Particularly for those therapists, psy- 
chiatrists or psychologists who use drawing 
and picture tests with their patients, this book 
in a “must.” 

Hans A. Px.D., 
Los Angeles, Calif. 


Tae Atconoiic Psycuoses. By Benjamin 
Malzberg. (New Haven, Conn. : Publica- 
tions Division, Yale Center of Alcohol 
Studies, 1960, pp. 46. $2.00.) 


This short book of 46 pages presents and 
analyzes statistics on first admissions with al- 
coholic psychoses. Statistics are first analyzed 
for all state hospitals in the United States. The 
main portion of the book is taken up with an 
analysis of the figures for the State of New 
York. The figures from the New York State 
hospital system are quoted from 1910. It is 
pointed out that these figures are available 
since 1909 and that similar data from private 
and other licensed hospitals are available since 
1941. It is stated, however, that admissions 
to the state hospitals represent 95% of all 
admissions with alcoholic psychoses and that 
they therefore explain the trends found in the 
figures reported. The rates are then discussed 
on a yearly basis and for such things as age, ' 
sex, education, race. These figures there- 
fore give a rather good idea of the alcoholic 
psychoses and the reader can get valuable 
statistical information on this subject by a 
careful reading of the report. 

Kart M. Bowman, M.D., 
San Francisco, Calif. 
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IN MEMORIAM 


ARNOLD GESELL 
1880-1961 


Arnold Gesell died on May 29, 1961, one 
month short of his 81st birthday. A long ill- 
ness precluded his participation in the 
American Psychiatric Association Regional 
Research Conference on child development 
and child psychiatry arranged as a tribute 
to him in his 80th year. This symposium was 
perhaps a symbol of the increasing accept- 
ance of the monistic approach to child be- 
havior which was such a basic part of his 
philosophy. 

Gesell’s own career could well be de- 
scribed in terms of the developmental prin- 
ciples he set down in delineating the matu- 
ration of behavior. He started in education 
as a school teacher and later a school prin- 
cipal in Wisconsin. His insatiable quest for 
knowledge led him to graduate studies in 
psychology with one of the pioneer child 
psychologists, G. Stanley Hall, at Clark 
University. He received his Ph.D. in 1906 
and his doctoral thesis was prophetic of his 
interest in the development of behavior 
which was to be his major life work. It dealt 
with the manifestations of jealousy, normal 
and abnormal, in animals and in man at 
ascending age periods, beginning with in- 
fancy. In 1908 he went to work with Lewis 
M. Terman in psychology at the Los An- 
geles State Normal School. This association 
and the observation of the work of another 
great pioneer in child psychology, Lightner 
Witmer, and of Goddard at the Vineland 
Training School in New Jersey, marked the 
beginning of his interest in backward and 
defective children. 

Any ordinary family man of 30, having 
attained a certain level of maturity, would 
have felt it was time to settle down; but 
the task that was to occupy the next 50 
years was taking shape in his mind, namely, 
his desire to study thoroughly all of the 
developmental stages of childhood. He was 
already highly trained and with his wife, 
also on the faculty of the Los Angeles State 
Normal School, was writing a book entitled 
The Normal Child and Primary Education 
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which appeared in 1912. Gesell summed up 
his position as follows: “But with all my 
training I lacked a realistic familiarity with 
the physical basis and the physiological 
processes of life and growth. To make good 
this deficit I would have to study medicine.” 
He started his medical training in Wiscon- 
sin, but in 1911 was appointed Assistant 
Professor of Education at Yale University. 
He was able to do graduate teaching at the 
same time he was carrying a full program of 
medical study and he received his medical 
degree from Yale in 1915. 

Concurrently with his work as a school 
psychologist for the State of Connecticut in 
the identification of and planning for handi- 
capped children, and his examination of 
children with clinical problems, he was en- 
gaged in the supervision of a research staff 
which was making a systematic survey of 
the developmental patterning of behavior. 
These studies culminated in 1925 in a book 
whose full title gives the scope of the re- 
search program : The Mental Growth of the 
Pre-school Child : A Psychological Outline 
of Normal Development From Birth to the 
Sixth Year, Including a System of Develop- 
mental Diagnosis. Illustrated with 200 Ac- 
tion Photographs. Early in the course of 
these studies he evolved the important 
methodologic tool which was to facilitate 
his investigations so tremendously. This was 
the technique of cinemanalysis, and when 
the clinic moved to new quarters he con- 
structed a one-way vision dome for the pur- 
pose of making systematic photographic 
recordings. With his collaborators, pediatri- 
cians and child psychologists, he embarked 
on a detailed elaboration of the outline set 
forth in his 1925 book. In 1934 the 2-volume 
Atlas of Infant Behavior was published. It 
included some 3200 photographs derived 
from the original films. The normative series 
was a systematic presentation of behavior at 
various ages ; the naturalistic series was a 
study of the responses of individual infants 
and their mothers to the activities of daily 


. 
* 


ARNOLD GESELL 


| 
4 
| 
x 
4 
a 
d 
. 


H 

| 

i a 


1961 ] 


IN MEMORIAM 575 


living. Infant Behavior: Its Genesis and 
Growth (1934) and The Psychology of 
Early Growth (1938) were elaborate sta- 
tistical analyses of trends in the first year 
of life. 

Cinematography was used for more than 
the documentation of behavior. It was a re- 
search tool for the analysis of the morpholo- 
gy of behavior patterns. Gesell considered 
it a kind of paradoxical embalming. The 
photography preserves instantaneous frozen 
sections of motion yet at the same time 
makes the behavior live again at the will of 
the researcher and makes it accessible to 
detailed analysis. Systematic observation of 
over 300,000 feet of film led to the categor- 
ization of countless behavior patterns at all 
ages. Normative criteria were evolved for 
the total evaluation of the developmental 
status in the areas of motor, adaptive, lan- 
guage and personal-social behavior. From 
this systematic study a broad conceptual 
model of child development was derived. 

In essence this model is monistic. Gesell 
believed that there is a single developmental 
morphology and as the soma takes shape so 
does the psyche. The child comes by his 
mind as by his body through the organizing 
processes of growth. The delineation of dif- 
ferent areas of behavior is useful for de- 
scriptive purposes, but the developing in- 
fant is an integrated organism, a unitary 
action system. The model embraces all 
levels of integration from the anatomical 
through the physiological, psychological, 
social and cultural. 

Implicit in Gesell’s thinking was the con- 
cept that man’s structure and consequently 
his function is genetically determined, and 
that although the progressions of develop- 
ment are engendered by the maturation and 
growth process, the inherent developmental 
potentials in themselves are not sufficient to 
give final form to human behavior. The 
human infant manifests his uniquely human 
characteristics and grows into a human 
adult only in a human environment. Man’s 
culture is an essential element in man’s 
development. Through the use of his meth- 
ods it has been demonstrated that, given 
minimal structural prerequisites and a mini- 
mum level of environmental stimulation, 
constitutional and maturational factors are 
most important in the period of infancy ; at 


this age there is a relatively narrow range of 
variability. Because behavior has shape and 
direction it is predictable, but it is also 
modifiable by an ever-widening set of en- 
vironmental influences with increasing age. 
Most important, however, is the fact that 
the kinds of environmental factors on the 
social, psychological and biological levels 
that will cause modifications in behavior, 
as well as the direction that these modifica- 
tions will take, can also be predicted. 

Gesell’s impact on the parents of America 
has come through the popularized version 
of his observations such as Infant and Child 
in the Culture of Today (1943), The Child 
from Five to Ten (1946), and Youth : The 
Years from Ten to Sixteen (1956). His in- 
fluence on child psychology has been tre- 
mendous from a theoretical point of view. 
From a practical point of view his effect on 
clinical psychologists holds a less enviable 
position. Some still persist in using the old 
discarded norms found in The Psychology 
of Early Growth (1938) or The First Five 
Years of Life (1940) because they provide 
the neat system of adding plus and minus 
scores which is so much a part of psycho- 
logical testing. Those who have attempted 
to use the revised norms, which have proved 
themselves to be both reliable and valid, are 
discomfited by the necessity for the clinical 
evaluation, albeit imprecise, that is so com- 
mon in medicine. They are understandably 
handicapped by their unfamiliarity with 
disease processes in medicine in general, 
and in neurology in particular. 

Gesell’s impact on medicine is most im- 
portant, however, and its full potential is 
still to be realized. He was perhaps the first 
to insist that development, as well as dis- 
ease, belongs in the province of clinical 
pediatrics, child psychiatry, and child neu- 
rology. Only after using his methods in the 
detection of abnormality did Gesell realize 
the importance of training physicians, and 
he entered upon this phase of his activities 
relatively late in his career. Again he em- 
phasized the monistic point of view, that the 
developmental process can not be frag- 
mented, and he insisted that his physicians 
acquire competence in all aspects of the 
evaluation and not relegate pieces of it 
to other disciplines. Thus, the physician 
learned to take a developmental history, to 


| — 
of 
| 
3 
pie: 

3 
Ve 
| 


576 


IN MEMORIAM 


[ December 


do the examination, to discuss the problems 
with the parents, and to help them with 
management and guidance. His most im- 
portant books are probably his least known. 
These are Developmental Diagnosis written 
in 1941 and revised in 1947, which is his 
clinical textbook of infant neurology, and 
its theoretical companion piece, The Em- 
bryology of Behavior, written in 1945. Un- 
fortunately, Gesell was able to train only a 
handful of physicians, and although they 
came from all over the world their number 
is pitifully small. The methods of develop- 
mental diagnosis do not occupy the place 
that they deserve in clinical medicine and 
very few of the physicians he trained are 
engaged in full-time teaching. The need 
for adequate evaluation of central nervous 
system functioning in early childhood is 
becoming increasingly apparent as the neu- 
ropsychiatric disabilities are more frequent- 
ly recognized. There will be an increasingly 
secure place for a clinical neurologic tool 
which does more than detect the deviant 
and define the nature of his abnormality and 
his prognosis for the future. 

Gesell was Professor of Child Hygiene at 
Yale, and when the Clinic of Child Develop- 
ment moved into its new quarters in the 
Institute of Human Relations in 1930 Yale 
became the first institution to accord the 
new field of child development depart- 
mental status in a medical school. After his 
retirement in 1948 Gesell was appointed a 


research associate with the Harvard Pedi- 
atric Study and was a research consultant at 
the Gesell Institute of Child Development, 
a private organization founded in his honor 
in 1950. He was President of the American 
Academy of Cerebral Palsy, a Fellow of the 
National Academy of Sciences, a member of 
the National Research Council, a consulting 
editor of Genetic Psychology, and a Sigma 
Xi lecturer. He received many honors dur- 
ing his lifetime. 

Although in Dr. Gesell’s view a scientific 
clinical psychology and clinical psychiatry 
should be based primarily on the science of 
normal human growth and only quite sec- 
ondarily on psychopathology, particularly a 
psychopathology conceptually derived from 
a study in theory of adult symptoms, he 
nevertheless illuminated all areas of psycho- 
pathology—brain injury, mental deficiency, 
handicapping conditions of all types in 
children, cretinism, mongolism, and many 
others. Mention must also be made of the 
method of co-twin control which was used 
in studies from infancy to adolescence and 
his ambitious investigation of the develop- 
ment of vision. 

Arnold Gesell’s contributions to science 
are as many and as long as his bibliography 
which consists of more than 400 mono- 
graphs, papers and books. They have been 
incorporated into the living body of the life 
sciences, never to be lost. 

Hilda Knobloch, M.D. 


EVEN A HABIT CAN BE BROKEN 
That a certain thing has been done ever since the world began is no reason why 


the same thing be done till the end of it. 
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for greater — 
emotional stability 
in the aging patient 
Tofranil 


e hydrochloride 


During the declining years, frustration arising from 
declining capacity to participate in social and fam- 
ily activities often leads to depression, manifested 
frequently in unpredictable swings of mood.! 
The value of Tofranil in restoring the depressed 
elderly patient to a more normal frame of mind has 
received strong support from recent studies.!? 
Under the infiuence of Tofranil, such symptoms as 
irascibility, hostility, apathy and compulsive weep- 
ing are often strikingly relieved with the result that 
life becomes easier both for the patient and those 
around him. 

Since the dosage requirements of elderly patients 
are lower than those of the non-geriatric patient, 
Tofranil is made available in a special low dosage 


10 mg. tablet designed specifically for geriatric use. 
Full product information regarding dosage, side 
effects, precautions and contraindications avail- 
able on request. 


References: 1. Cameron, E.: Canad. Psychiat. A. J., Special 
Supplement 4:S160, 1959. 2. Chrisie, P.: Schweiz. med. 
Wcehnschr. 90:586, 1960. 3. Schmied, J., and Ziegler, A.: Praxis 
49:472, 1960. 

Tofranil®, brand of imipramine hydrochloride: Triangular tab- 
lets of 10 mg. for geriatric use; also available, round tablets 
of 25 mg., and ampuls for intramuscular administration only, 
each containing 25 mg. in 2 cc. of solution (1.25 per cent). 


Geigy Pharmaceuticals 
Division of Geigy Chemical Corporation 
Ardsley, New York 


TO-657-61 


Model SOS 


THE SOS is 
Therapy, 
Sleep Therapy, Focal Treatment, Mono-Polar 


MOL-AC I 


The (W47 


recommended for Convulsive 
Non-Convulsive Therapies, Electro- 


Treatment, Barbiturate Coma (and other 
respiratory problems), Mild Sedac (without 
sedation), Deep Sedac Therapy (with sedation), 
Pre-Convulsive Sedac, Post-Convulsive Sedac 
(for deep sleep), Neurological Conditions, and 
Measurement Procedures. 


the ‘compact’ 
in A.C. shock therapy 


The smallest, lightest, least expensive clinically 
proven A.C. shock therapy instrument, only 
3 x 5 inches, weighing but 3 lbs. Yet the MOL- 
AC II provides full positive manual control of 
glissando over the entire voltage range, as well 
as a positive manual control of time. 


professional approval 


The newly improved CW47, another popular 
Reiter unidirectional current instrument for 
many established techniques, is still available 
at its original low price. 


are used by the 
foremost practitioners 
and institutions the 
world over ! 


MOL-AC Il 


the one instrument for all established techniques combining strongest 
convulsive currents with powerful yet gentle sedative currents 


This instrument contains the Reiter UNI.- 
DIRECTIONAL currents and three Sedac 
ranges as part of the SINGLE SELECTOR 
CONTROL. Other models available are: Model 
S with unidirectional currents only; SedAc at- 
tachment to be used with Model S; SedAc, self- 
powered, an independent instrument. 


instrument for unequalled ease of operation 


There are no complicated setting of dials, no 
waiting for re-setting of timing devices, no 
warm-up delays. It is an officially approved 
instrument which has also won popular ap- 
proval. ONLY $100 complete with finest, gen- 
uine leather physician’s bag. 


original therapeutic cerebral stimulator, first to win popular 


This model is extremely rugged, withstands long 
periods of use while maintaining the accuracy 
vital to delicate work. 


More detailed information on request. 


REUBEN REITER, Se.D. 64 west 4sth st., NEW YORK 36, N.Y. 
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and anxious 


patient... 


the only sustained-release tranquilizer 
that does not cause autonomic side reactions 


@ SAFE, CONTINUOUS RELIEF of anxiety and tension for 12 hours with 
just one capsule—without causing autonomic side reactions and without 
impairing mental acuity, motor control or normal behavior. 


@ ECONOMICAL for the patient—daily cost is only a dime or so more than 
for barbiturates. 


Meprospan:400 


400 mg. meprobamate (Miltown®) sustained-release capsules 


Usual dosage: One capsule at breakfast lasts all day; one capsule with evening meal lasts all night. 


Available: Meprospan-400, each blue-topped capsule contains 400 mg. Miltown (meprobamate). Meprospan-200, 
each yellow-topped capsule contains 200 mg. Miltown (meprobamate). Both potencies in bottles of 30. 


Wa WALLACE LABORATORIES / Cranbury, N. J. 
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improved 
accessibility 


psychotherapy 


BRAND OF NIALAMIDE 
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INBRIEF\Niamid, brand of nialamide, is 1-(2-[benzylcarbamy]] 
ethyl) -2-isonicotinylhydrazine, a well tolerated antidepressant 
that may correct or relieve depression on once-a-day dosage. 
Indications: Depressive syndromes of varying degrees of severity 
may be responsive to Niamid including: involutional melan- 
cholia, postpartum depression, depressed phase of manic-depressive 
reaction, senile depression, reactive depression, schizophrenic 
reaction with depressive component, psychoneurotic depression. 
In neurotic or psychotic patients, Niamid may normalize or 
favorably modify aberrant or excessive reactions and symptoms 
of depression such as: phobias, guilt feelings, dejection, feeling 
of inadequacy, discouragement, worry, uneasiness, distrustful- 
ness, hypochondriacal and nihilistic ideas, difficulty in concentra- 
tion, insomnia, loss of energy or drive, indecision, hopelessness, 
helplessness, decreased functional activity, emotional and physi- 
cal fatigue, irritableness, inability to rest or relax, sadness, 
anorexia and weight loss, and withdrawal from society. In the 
withdrawn patient, Niamid may elevate the mood so that there 
is increased activity, increased awareness and interest in sur- 
roundings, and in- 


mouth, blurred vision, increased perspiration, constipation, mild 
skin rash, mild leukopenia, and epigastric distress may be obvi- 
ated or modified by reductions in dose. Effects due to monoamine 
oxidase inhibition persist for a substantial period following 
discontinuation of the drug. Precautions and Contraindications: 
Hepatic toxicity has not been reported in extensive clinical stud- 
ies. However, if previous or concurrent liver disease is suspected, 
the possibility of hepatic reactions and liver function studies 
should be considered. The suicidal patient is always in danger, 
and great care must be exercised to maintain all security precau- 
tions. The apathetic patient may obtain sufficient energy to harm 
himself before his depression has been fully alleviated. Niamid 
may potentiate sedatives, narcotics, hypnotics, analgesics, muscle 
relaxants, sympathomimetic agents, thiazide compounds and 
stimulants, including alcohol. Caution should be exercised when 
rauwolfia compounds and Niamid are administered simultane- 
ously. Rare instances have been reported of reactions (including 
atropine-like effects, and muscular rigidity) occurring when 
imipramine was administered during or shortly after treatment 
with certain other 
drugs that inhibit 


creased participation 
in group activities. 
Appetite may be in- 
creased and there may 
be decreased fatigabil- 
ity. Lack of clinical 
response to other anti- 
depressant therapy 


provides: 


particularly useful for depressed 
office patients because Niamid 


monoamine oxidase. 
In Cardiology: The 
central effects of 
Niamid may encour- 
age hyperactivity and 
the patient should be 
closely observed for 


does not preclude a 
favorable response to 
Niamid. Relief of de- 
pression may also be 
evidenced by elimina- 
tion or reduction of 
the need for somatic 
therapy, such as elec- 
troshock. In patients 
suffering from depres- 
sion associated with 
chronic illness, Niamid 
may improve mental 
outlook, reduce the 
impact of pain, de- 
crease the amounts of 
narcotics or analgesics 
needed, and improve 
appetite and well- 
being. In patients 
with angina pectoris, 


Remission of depression—smoothly, gradually, 
without “jarring.” Parker! reports that although 
Niamid is a slow-starting drug it produces a smoother 
effect than certain other antidepressants—those causing 
exaggerated CNS stimulant effects such as jitteriness, 
pressure of activity. “This is an advantage of nialamide 
[NIAMID] because such side effects frighten depressed 
patients and retard their improvement.” 


Notably low incidence of serious complications or 
side effects. After laboratory tests of patients on 
Niamid therapy, Ayd et al.? found: “Thus, in contrast 
to other antidepressants, nialamide [N1aAmip] has not 
caused anemia or any disturbance in renal or hepatic 
function.” 


Convenience of once-a-day dosage. 


1. Parker, S.: Dis. Nerv. System 20:2, Dec., 1959. 
2. Ayd, F. J., Jr., et al.: Dis. Nerv. System 20 (Suppl.):34, Aug., 1959. 


any such manifesta- 
tion. Orthostatic hypo- 
tension or hyperten- 
sive episodes occur in 
a few individuals and 
cardiac patients should 
be carefully selected 
and closely supervised. 
In Epilepsy: Although 
in some patients thera- 
peutic benefits have 
been achieved with 
Niamid, in others the 
disease has been ag- 
gravated. Care should 
be exercised in the 
concomitant use of 
imipramine, since 
such treatment with 
monoamine oxidase 
inhibitors has been 


Niamid has been found to be a useful adjunct to management 
through reduction in frequency of attacks and pain. Dosage: 
Starting dosage is 75 to 100 mg. on a once-a-day or divided daily 
basis. This may subsequently be adjusted depending upon the 
tolerance and response. Responses to Niamid are not usually 
rapid, and revisions of dose should be withheld until at least 
a few days have elapsed at each level. Increments or decrements 
of 12¥2-25 mg. are generally sufficient. A daily dosage of 200 mg. 
is the maximum recommended for routine use. (As much as 
450 mg. daily has been used in some patients.) Side Effects: 
Niamid, in clinical use, has been characterized by a significant 
lack of toxicity. It is generally well tolerated. Nervousness, 
restlessness, insomnia, hypomania, or mania, sometimes occur. 
Occasional headache, weakness, lethargy, vertigo, dryness of the 


reported to aggravate the grand mal seizures. In Tuberculosis: 
Existing data do not indicate whether resistance of M. tuber- 
culosis to isoniazid may be induced with Niamid therapy; never- 
theless, it should be withheld in the depressed patient with 
coexisting tuberculosis who may need isoniazid. As with all thera- 
peutic agents excreted in part via the kidney, due caution in 
adjusting dosage in patients with impaired renal function should 
be observed. Supplied: Niamid (Nialamide) Tablets, 
25 mg.: 100’s — pink, scored tablets; 100 mg.: 100’s — 
orange, scored tablets. 

More detailed professional information available on request. 


Science for the world’s well-being® 
PFIZER LABORATORIES 
Division, Chas. Pfizer & Co., Inc. Brooklyn 6, N.Y. 
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new Parnate 


brand of tranylcypromine 


‘Parnate’ is a new agent, effective in the relief of the symptoms of mental depression. 
Pharmacologically, it is a monoamine oxidase (MAO) inhibitor; chemically, a new com- 
pound that is distinct from the earlier “psychic energizers.”’ 


Improved usefulness in treating depressions. “Preliminary clinical experience indicates 
that tranylcypromine (‘Parnate’) is an improved type of monoamine oxidase inhibitor that 
appears to be more rapid in its action, effective in smaller doses . . . and relatively free of 
side effects.’”! 

More rapid onset of action. ‘““An outstanding aspect of therapy with [‘Parnate’] was its 


unusual rapidity of action; most patients began to show lifting of depression in less 
than 5 days.” 


PRESCRIBING INFORMATION 


The physician should be familiar with the material on dosage, side 
effects and cautions given below before prescribing ‘Parnate’, and 
with the principles of monoamine oxidase inhibitor therapy and 
the side effects of this class of drugs as reported in the literature. 
Also, the physician should be familiar with the symptomatology 
of mental depressions and alternative methods of treatment to 
aid in the careful selection of patients for ‘Parnate’ therapy. 


INDICATIONS AND LIMITATIONS OF USE: For the relief 
of symptoms of mental depression, i.e., dejected mood, self- 
depreciation, lowered activity levels, difficulty in making decisions, 
disturbed eating and sleeping patterns, and variations of these 
basic symptoms. *‘Parnate’ controls depressive symptoms only. In 
cases with mixed depression and anxiety, ‘Parnate’ may aggravate 
the anxiety or increase agitation. If this occurs, reduce dosage 
or administer a phenothiazine tranquilizer concurrently. 


*Parnate’ is indicated in the following diagnostic categories, sub- 
ject to the limitation stated above: reactive and other psychoneu- 
rouic depressions, involutional melancholia, depressive phase of 
manic-depressive psychosis, psychotic depressive reactions. With 
respect to severe endogenous depressions, it is impossible to 
predict, with presently known data, which patients will respond 
best to ‘Parnate’ and which to ECT. ‘Parnate’ may be indicated 
in some reactive depressions in which ECT is not indicated. 
*Parnate’ is not recommended to treat essentially normal responses 
to temporary situational difficulties 


Norte: In depressed patients, the possibility of suicide should 
always be considered and adequate precautions taken. Exclusive 
reliance on drug therapy to prevent suicidal attempts is unwar- 
ranted, as there may be a delay in the onset of therapeutic effect 
or an increase in anxiety and agitation. Also, of course, some 
patients fail to respond to drug therapy. 


DOSAGE: Dosage should be adjusted to the requirements of the 
individual patient. Dosage increases shou!d be made only in incre- 
ments of 10 mg. per day and ordinarily at intervals of one to three 
weeks. Side effects occur more often as dosage is increased 


Reduction from peak to maintenance dosage may be desirable 
before withdrawal. If withdrawn prematurely, original symptoms 
will recur. Experimental work indicates that inhibition of mono- 
amine oxidase persists for only a few days after withdrawal. Thus, 


any side effects due to this inhibition will probably recede rapidly 
upon withdrawal, which should be a distinct advantage of 
*Parnate’ therapy when the patient exhibits poor tolerance to 
antidepressant medication. 


Standard dosage schedule 


1. Recommended starting dosage is 20 mg. per day—10 mg. 
morning and afternoon 
Continue this dosage for 2 to 3 weeks. 
If no response, increase dosage to 30 mg. daily—20 mg. upon 
arising and 10 mg. in the afternoon 


Continue this dosage for at least a week. 


As soon as a satisfactory response is obtained, dosage may 
usually be reduced to a maintenance level 


Some patients will be maintained on 20 mg. per day; many 
will need only 10 mg. daily. 


When ECT is being administered concurrently, 10 mg. b.i.d. can 
usually be given during the series, then reduced to 10 mg. daily 
for maintenance therapy. 


Norte: Because side effects are dose-related, dosage should not be 
raised above 30 mg. per day unless the physician first becomes 
familiar with the information on the use of intensive dosages of 
*Parnate’ in patients who are hospitalized or under comparable 
supervision, See available comprehensive literature, your SK&F 
representative, or your pharmacist. 


SIDE EFFECTS: The patient may experience restlessness, over- 
stimulation, or insomnia; may notice some weakness, drowsiness , 
episodes of dizziness, or dry mouth; or may report nausea, 
diarrhea, abdominal pain, or constipation. Occasionally, head- 
aches have occurred. Symptoms of postural hypotension have been 
see: most commonly, but not exclusively, in patients with pre- 
existent hypertension; blood pressure returns to pretreatment 
levels rapidly upon discontinuation of the drug. Other side effects 
which might occur in rare instances are tachycardia, urinary 
retention, significant anorexia, skin rashes, edema, palpitations, 
blurred vision, tinnitus, chills, paresthesia, muscle spasm and 
tremors, impotence, sweating and possibly paradoxical hypertension. 
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True antidepressant effect. “Those patients who responded to [‘Parnate’] therapy ex- 


for faster relief 


of mental depressions 


perienced increased energy and interest without euphoria and restlessness; they were 


relieved of their thoughts of guilt and worthlessness, and looked and felt cheerful.’’* 


Valuable in psychotherapy. “. . . when the patient recognized the improvement that was 
taking place [during ‘Parnate’ therapy], his participation in psychotherapy increased 
markedly, and subsequent improvement was rapid.’’* 


SK Smith Kline & French Laboratories, Philadelphia 


leaders in psychopharmaceutical research 


Most of these side effects can usually be relieved by lowering the 
dosage or by giving suitable concomitant medication. 


CAUTIONS: Extensive clinical and laboratory work has shown 
that there is little likelihood of blood or liver toxicity. Since 
‘Parnate’ is a non-hydrazine compound, it should prove to be 
exempt from the toxic effects on the liver thought to be due to the 
hydrazine moiety of some other drugs. However, severe toxic 
reactions have occurred with some monoamine oxidase inhibitors 
Pending further clinical experience *‘Parnate’ should probably not 
be used in patients with a history of liver disease or in those with 
abnormal liver function tests. Drug-induced jaundice is often 
difficult to differentiate n other jaundice. However, there has 
been sufficient clinical experience with ‘Parnate’ to demonstrate 
that, if it has any potentiality for producing jaundice, the reaction 
must be rare. Also, the usual precautions should be observed in 
patients with impaired renal function since there is a possibility 


of accumulative effects in such patients 


Although ‘Parnate’ has been used in combination with various drugs 
particularly Stelazine®, brand of trifluoperazine), some mono- 
amine oxidase inhibitors have been reported to have arked 
potentiating effects on certain drugs, e.g sympathomimetics, 


otensive agents and alcohol. 
ind the possibility of 


zentral nervous system depressants, hy 
Therefore, the physician should bear 
1 lowered margin of safety when ‘Parnate’ is combined with 
potent drugs and should adjust dosage carefully 


*‘Parnate’ should not be used in combination with imipramine. 
(The reaction of a patient who attempted suicide with a deliberate 
overdosage of ‘Parnate’ and imipramine was more severe than 
would have been predicted from the properties of either drug.) 


CASES REQUIRING SPECIAL CONSIDERATION: Adminis- 
ter with caution to patients with recent myocardial infarction or 
coronary artery disease with angina of effort. Increased physical 
activity and, more rarely, hypotension have been reported. The 
pharmacologic properties of ‘Parnate’ suggest that it may have a 
capacity to suppress anginal pain that would otherwise serve as a 
warning sign of myocardial ischemia. When ‘Parnate’, like any 
agent which lowers blood pressure, is withdrawn from patients 
who tend to be hypertensive, blood pressure may again rise to 
undesirable levels. 


When ‘Parnate’ is combined with a phenothiazine derivative or 
other compound known to affect blood pressure, elderly patients and 


those with cardiovascular inadequacies should be observed more 
closely because of the possibility of additive hypotensive effects. 


In patients being transferred to ‘Parnate’ from another mono- 
amine oxidase inhibitor or from imipramine, allow a medication- 
free interval of one week, then initiate ‘Parnate’ using half the 
normal dosage for at least the first week of therapy. Similarly, a 
few days should elapse between the discontinuance of ‘Parnate’ 
and the administration of another monoamine oxidase inhibitor 
or of imipramine. 


Because the influence of ‘Parnate’ on the convulsive threshold is 
variable in animal experiments, suitable precautions should be 
taken if epileptic patients are treated. 
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Action of *Parnate’ (Tranylcypromine), paper read at the 1959 
Meeting of the Academy of Psychosomatic Medicine, Cleve- 
land, Ohio, Oct. 15-17, 1959. 


AVAILABLE: ‘Parnate’ Tablets, 10 mg., in bottles of 50. Each 
tablet contains 10 mg. of tranylcypromine (trans-d/-2-phenylcyclo- 
propylamine) as the sulfate. 


Prescribing information adopted Feb. 1961 
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Among currently available agents, meproba- 
mate is unique in its actions on brain and 
skeletal musculature. 


EQUANIL Tablets, and EQuANIL L-A Capsules 
for prolonged effect, relieve anxiety and appre- 
hension, reduce muscular spasm and tension, 
and help restore mobility and normal emo- 
tional response. 


Side effects, although infrequent, are generally 
mild. 


Wyeth Laboratories Philadelphia 1, Pa. 


For further information on limitations, ad- 
ministration and prescribing of EQUANIL and 
EQuANIL L-A Capsules, see descriptive litera- 
ture or current Direction Circular. 


meprobamate, Wyeth 


For ease of administration and pro- 
longed effect, convenient b.i.d. dosage. 


meprobamate, Wyeth CAPSULES 
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FOR YOUR PATIENT WITH DEPRESSION 
AMITRIPTYLINE HYDROCHLORIDE 


the antidepressant with a significant difference: 


¢ given orally or parenterally, ELAVIL provides 
PROMPT relief of associated anxiety, tension, 


and insomnia * followed by control’ of 


underlying depression 


SPAN OF ACTIVITY OF PSYCHOACTIVE DRUGS 


TRANQUILIZERS ANTIDEPRESSANTS 


e asingle agent (not a combination of compounds) 


@ effective in all types of depression...particularly 
useful in depressed patients with predominant 
symptoms of anxiety and tension. 


@ may be used in ambulatory or hospitalized patients 
@ not an amine oxidase (MAO) inhibitor 


please turn page for EXCERPTS FROM A SYMPOSIUM ON DEPRESSION 
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SYMPOSIUM ON DEPRESSION 


with Special Studies of a New 
Annidepressant, Amitnipryline 


A SCIENTIFIC MEETING 


NEW YORK, Y. 
1981 


INVESTIGATOR 


DUNLOP, EDWIN: 
The treatment of 
depression in 
private practice. 


BENNETT, DOUGLAS: 
Treatment of 

depressive states 

with amitriptyline. 


SAUNDERS, JOHN C.: 
Antidepressives: the 
pith of affective therapy. 


OSTFELD, ADRIAN M.: 
Effects of an anti- 
depressant drug on tests 
of mood and perception. 


EXCERPTS FROM A SYMPOSIUM ON DEPRESSION 


FINDINGS 


“Amitriptyline [ELAVIL] has a specific advantage over any anti- 
depressant currently available and | see increasing evidence of its 
usefulness in reducing tension, agitation and anxiety, as well as 
in relieving the depressive quality of the illness. Amitriptyline 
appears ... to combine better than any other antidepressant drug 
the successful treatment of anxiety at one end of the scale and 
depression at the other. Experience in the past has shown us that, 
when using electroshock or analeptics, although depression can 
be relieved, the accompanying anxiety eventually proves more 
troublesome than the depressive phase of the illness. Amitripty- 
line successfully bridges these divergent symptoms which are 
displayed in varying proportions in all depressive syndromes. 
“... Approximately one hundred and twenty patients have been 
studied with amitriptyline during the last fifteen months. It is an 
effective antidepressant when employed in both hospital and 
ambulatory patients. Its dependability and freedom from toxicity 
and severe side effects merit further evaluation on a broader spec- 
trum of depressive disorders.” 


“In those cases showing a good response, early and dramatic 
improvement in sleeplessness resulted and many patients noted 
a feeling of relaxation. The ability of some patients to reduce their 
night sedatives after only a month's treatment was unique in my 
experience of the treatment of depression.” 


“Its primary action in hospitalized psychotics is antidepressive; 
this along with its very low rate of side actions make it a drug of 
potentially frequent application in a broad spectrum of neuro- 
psychiatric diseases. ... Since a large part of any hospital popu- 
lation will reach a plateau if given only a tranquilizer or an ener- 
gizer, we suggest that amitriptyline alone be given prior to 
combination therapy, as this drug is easier and safer to administer 
and produces a significant improvement in a high percentage 
of cases (60-75).” 


“Finally, it appears that amitriptyline in the doses employed here 
is relatively effective in depressed states of neurotic proportions. 
Its freedom from severe side effects in doses that are therapeu- 
tically effective seems established in this patient population.” 


AMITRIPTYLINE HYDROCHLORIDE 


| 
: ® 
| 
«4 


INVESTIGATOR 


AYD, FRANK J., JR.: 
Acritique of 
antidepressants. 


(This symposium was published in 
Diseases of the Nervous System, 
Volume 22, Section Two— Supplement, May 1961) 


FINDINGS 


“Amitriptyline and imipramine induce similar side effects but, 
generally speaking, those of amitriptyline cause less subjective 
discomfort in patients than those of imipramine. 


“.. Many of the factors that favor a satisfactory response to these 
drugs are also those clinically associated with the expectation of 
a good reaction to ECT. The danger lies in their general slowness 
in taking effect which makes their use hazardous for severely 
depressed suicidal patients who, preferably, should be treated 
with electroshock therapy. Otherwise, these compounds can be 
a satisfactory substitute for shock therapy for most depressed 
patients. Thus, these drugs have lessened the need for ECT. On 
those occasions when ECT is necessary, if the shock therapy is 
combined with an antidepressant, ECT can be dispensed with 
after a few treatments.” 


COMPARISON OF THERAPEUTIC RESULTS 
WITH VARIOUS ANTIDEPRESSANTS 


UNIMPROVED 


PARTIALLY 

IMPROVED 

5° amitriptyune 5° 60 
IMIPRAMINE > i 


IMPROVED 


NIALAMIDE 


— 40 — 40 —PHENELZINE 40 
ISOCARBOXAZID 


ISOCARBOXAZID —® 
PHENELZINE 
AMITRIPTYLINE 39 _NIALAMIDE 30 — 30 
PHENELZINE 
ISOCARBOXAZID — IMIPRAMINE 
IMIPRAMINE 
NIALAMIDE 
AMITRIPTYLINE 
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EXCERPTS FROM A 
SYMPOSIUM ON 
DEPRESSION ® 


(continued) 


INVESTIGATOR FINDINGS 


DORFMAN, WILFRED: “In evaluating the effectiveness of amitriptyline in all these dif- 
Masked depression. ferent settings, it was considered to be effective in 17 of the 25 
patients (68%).” 


FELDMAN, PAUL E.: “Compared to other energizer compounds, particularly the hydra- 


Psychotherapy and zines, amitriptyline appears to be relatively nontoxic. The labo- 
chemotherapy ratory reports for the most part remained within normal limits. 
(amitriptyline) Occasionally, abnormal readings were reported, but these 

: appeared only sporadically and were not related to any clinical 
of anergic states. findings.” 


INDICATIONS: manic-depressive reaction—depressed phase; involutional melancholia; reactive depression; schizo- 
affective depression; neurotic-depressive reaction; and these target symptoms: anxiety; depressed mood; insomnia; 
psychomotor retardation; functional somatic complaints; loss of interest; feelings of guilt; anorexia. May be used 
whether the emotional difficulty is a manifestation of neurosis or psychosis,’ and in ambulatory or hospitalized 
patients.'.2.3 


USUAL ADULT DOSAGE: Tablets — initial dosage 25 to 50 mg. three times a day, depending on body weight, severity, 
and clinical disturbances. Dosage may be adjusted up or down depending upon the response of the patient. Some patients 
improve rapidly, although many depressed patients require four to six weeks of therapy before obtaining antidepressant 
response. For the ambulatory patient the dosage range for Tablets ELAVIL is 40 to 150 mg. daily. In the hospitalized 
patient, a daily dosage up to 300 mg. may be required. Injection ELAVIL may be given IM to rapidly calm depressed 
patients with symptoms of anxiety and tension while instituting therapy of the underlying depression. Initial therapy is 2 
to 3 cc. (20 to 30 mg.) IM, q.i.d. 


The natural course of depression is often many months in duration. Accordingly, it is appropriate to continue mainte- 
nance therapy for at least three months after the patient has achieved satisfactory improvement in order to lessen the 
possibility of relapse, which may occur if the patient’s depressive cycle is not complete. In the event of relapse, 
therapy with ELAVIL may be reinstituted. 


ELAVIL is not a monoamine oxidase (MAO) inhibitor. It does, however, augment or may even potentiate the action of MAO 
inhibitors. Thus, in patients who have been receiving MAO inhibitors, ELAVIL should be instituted cautiously after the 
effects of the MAO inhibitors have been dissipated. No evidence of drug-induced jaundice, agranulocytosis, or extrapyra- 
midal symptoms has been noted. Side effects with ELAVIL are seldom a problem and are not serious. They are dosage- 
related and have been readily reversible. Side effects (drowsiness, dizziness, nausea, excitement, hypotension, fine 
tremor, jitteriness, headache, heartburn, anorexia, increased perspiration, and skin rash), when they occur, are usually 
mild. However, as with all new therapeutic agents, careful observation of patients is recommended. As with other drugs 
possessing significant anticholinergic activity, ELAVIL is contraindicated in patients with glaucoma, prostatic hypertrophy 
and urinary retention. 


SUPPLY: Tablets, 10 mg. and 25 mg., in bottles of 100 and 1000. Injection (intramuscular), in 10-cc. vials, each cc. f 
containing 10 mg. amitriptyline hydrochloride, 44 mg. dextrose, 1.5 mg. methylparaben, 0.2 mg. propylparaben, and it 
water for injection q.s. rf 
REFERENCES: 1. Ayd, F. J., Jr.: Psychosomatics 1:320, Nov.-Dec. 1960. 2. Dorfman, W.: Psychosomatics 1:153, May-June 1960. i 
3. Barsa, J. A., and Saunders, J. C.: Am. J. Psychiat. 117:739, Feb. 1961. : 


Before prescribing or administering ELAVIL, the physician should consult the detailed inf ion on use ing the package or available on request. 


tS]}s) MERCK SHARP & DOHME, DIVISION OF MERCK & CO., Inc., WEST POINT, PA. 


A TRADEMARK OF MERCK & CO., INC. 
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ONE FOR THE 
ROAD BACK: 


LIBRIUM 


AN IMPORTANT AID IN THE TREATMENT AND 
REHABILITATION OF THE PROBLEM DRINKER 


During and after an acute alcoholic episode, Librium 
relieves anxiety, agitation and hyperactivity, induces rest- 
ful sleep, stimulates appetite and helps to control with- 
drawal symptoms. The complications of chronic alco- 
holism, including hallucinations and delirium tremens, 

can often be alleviated with Librium. 

During the rehabilitation period, Librium makes the pa- 
tient more accessible, strengthens the physician-patient 
relationship and facilitates better adjustment to family 
and job. Librium therapy helps to reduce the patient's 
need for alcohol by affording a constructive approach 


to his underlying personality disorders. 


Consult literature and dosage information, available on request, before prescribing. 


ROCHE 
ts A LABORATORIES LIBRIUM® Hydrochloride —7-chloro-2-methylamino- 


Division of Hoffmann-La Roche Inc. 5-phenyl-3H-1,4-benzodiazepine 4-oxide hydrochloride 
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THIORIDAZINE HCI 


~~ provides highly effective tranquilization, 
relieves agitation, apprehension, anxiety 


“This is the third time the authors have evaluated a tranquilizer 
in a geriatric group. Our feeling is that Mellaril is superior to the 
other two, both of which were phenothiazine derivatives.’ 


sg ® 
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MELLARIL 


Minimal antiemetic action 


Little effect on 
temperature regulation 


“The side-effects which we have observed 
during trials with Mellaril have not been of a 
serious nature and we believe that the claim 
can justly be made that Mellaril has fewer 
side-effects than any other of the phenothia- 
zine compounds.” 


greater specificity 
of tranquilizing action 
results in fewer side effects 


Mellaril has a specificity of tranquilizing action 
on certain brain sites, in contrast to the more 
“diffuse” action of other phenothiazines. For 

a example, unlike other phenothiazine 

» tranquilizers, Mellaril provides tranquilization 


Strong suppression of vomiting 


without any significant antiemetic action. 


Dam Bning of 9 


temperature regulation Mellaril has less “spill-over” action to other 
ame brain areas. Hence, such extrapyramidal 


Dampening of sympathetic and effects as parkinsonism are rare. 
parasympathetic nervous system 3 - 
Jaundice has not been observed. 


OTHER PHENOTHIAZINE-TYPE TRANQUILIZERS 


Mellaril is indicated for agitation, apprehension and anxiety, ranging 
from mild to severe, in both ambulatory and hospitalized patients. 


ADULT DOSAGE — Usual starting dose: Non-psychotic patients — 10 or 25 mg. 
t.i.d.; Psychotic patients — 100 mg. t.i.d. Dosage must be individually adjusted 
until optimal response. Maximum recommended dosage: 800 mg. daily. 


CHILDREN’S DOSAGE — Average 10 mg. t.i.d. (range: 20 — 40 mg. per day). 
Supply: Mellaril Tablets, 10 mg., 25 mg., 50 mg., 100 mg., 200 mg. 


PRECAUTIONS: Leukopenia and/or agranulocytosis, photosensitization and 
convulsive seizures have been reported with long-range therapy but are very 
rare. Jaundice has not been observed during the use of Mellarii. Pseudoparkin- 
sonism and other extrapyramidal disorders may occur but are infrequent and 
mild. Pigmentary retinopathy, which has been observed in psychiatric patients 
taking large doses (in excess of 1600 mg. daily over long periods of time) is 
characterized by diminution of visual acuity, brownish coloring of vision, and 
impairment of night vision; examination of the fundus discloses deposits of 
pigment. The possibility of this complication is avoided by remaining within 
? the recommended limits of dosage. Drowsiness is not infrequent, especially 
with large doses and during early treatment. Dryness of the mouth, nasal 
stuffiness, skin eruption, nocturnal confusion, galactorrhea and amenorrhea 
are noted occasionally. Some male patients have complained of inability to 
ejaculate. Female patients appear to have a greater tendency to orthostatic 
hypotension than male patients. As with other phenothiazines, Mellaril is 
contraindicated in severely depressed or comatose states from any cause. 


1. Judah, L., Murphree, O., and Seager, L.: Am. J. Psychiat. 115:1118, June 1959. 
2. Sandison, R. A., Whitelaw, E., and Currie, J. D. C.: Clinical trials with Mellaril 
in the treatment of schizophrenia, Journal of Mental Science (British Journal 
of Psychiatry) 106:732, April 1960. 
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controls agitation 


oe SPARINE helps control agitation and excitation, 

| whether manifested in an acute episode of 
psychotic illness, in narcotics-withdrawal or 
alcohol-induced syndromes, or even after 
electroconvulsive therapy. 


INJECTION TABLETS SYRUP 


Sparine,; 


HYDROCHLORIDE 


Promazine Hydrochloride, Wyet 


Wyeth Laboratories 
Philadelphia 1, Pa. 
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From the Literature 


Excitement Following 
Electroconvulsive Therapy 
Murray! administered parenteral SPARINE (with 
atropine sulfate, succinylcholine dichloride, and a 
barbiturate) to 50 patients prior to electronconvul- 
sive therapy. Observations were conducted during 
497 individual treatments. 


The salutary effects of SPARINE, which Murray attrib- 
utes to enhancement of barbiturate action, were 
evident in improved behavior, diminution of agita- 
tion following treatment, and prolongation of sleep. 
No significant blood pressure fluctuations or cardio- 
vascular abnormalities were noted in any of the 
patients. 


Excessive Psychokinetic Activity 
Graffeo? selected 180 chronic, hospitalized psychotic 
patients at random on the basis of increased psycho- 
kinetic activity manifested by restlessness and agita- 
tion, or complications or lack of improvement with 
other chemotherapeutic modalities. 


SPARINE was administered orally in dosages graded 
to the psychokinetic activity of the patient. 


Of the 180 patients, 72 percent showed marked to 
moderate improvement in behavior, and no patient’s 
behavior worsened. Almost half of the patients 
showed marked to moderate improvement in their 
psychoses; in 3 percent mild regressive tendencies 
were noted. According to the author: “Promazine 
[SPARINE] adequately modified the formerly dis- 
turbed behavior pattern of the chronic schizophrenic 
patients so that psychotherapy was facilitated and, 
as a result, made it possible for 26 patients to be re- 
leased from the hospital.” 


Alcoholism 

Figurelli* has found that the use of SpARINE in un- 
complicated cases of acute alcoholism controlled 
symptoms of active delirium, as well as nausea and 
vomiting, and drastically reduced mortality rates. 
According to Figurelli “*. .. medication with proma- 
zine [SPARINE] enables more rapid control of delir- 
ium, eliminates the prolonged and more expensive 
therapeutic measures which formerly were the only 
recourse ...and permits earlier return of the pa- 
tient to gainful occupation.” Parenteral SpARINE is 
usually used initially by Figurelli; oral SpARINE is 
used for maintenance. No precipitous drop in blood 
pressure occurred in the series of patients studied by 
Figurelli. 


Note: The degree of central nervous system depres- 
sion induced by Sparine has not been great; how- 
ever, in the acutely inebriated person the initial dose 
should not exceed that recommended to be sure that 
the depressant effect of alcohol is not enhanced. 
SPARINE should not be used in comatose states due to 
central nervous system depressants (alcohol, barbi- 
turates, opiates, etc.). In patients with cerebral 
arteriosclerosis, coronary heart disease, or other 
conditions where a drop in blood pressure may be 
undesirable, SPARINE should be used with caution. 


References 
1. Murray, N.: Diseases of Nervous System 2/:1 (Aug.) 
1960. 
2. Graffeo, A.J.: Am. J. Psychiat. //6:842 (March) 1960. 
3. Figurelli, F.A.: J. Am. Med. Assoc. /66:747 (Feb. 15) 
1958. 


For further information on limitations, administration 
and prescribing of SpaRINeE, see descriptive literature or 
current Direction Circular. 
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LIFT THE 
DEPRESSION 
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- Lift the depression with Marplan. Marplan has been shown to 
be considerably more potent than certain other amine oxidase 
regulators. While clinically such increase in potency has hereto- 
fore been associated with increased side effects, Marplan strikes 
a happy balance of potency/safety. Marplan has shown mark- 
edly fewer of the side reactions of the hydrazines (such as 
orthostatic hypotension, constipation, jitteriness, peripheral 
edema, skin rash). Moreover, throughout the extensive clinical 
investigations, no liver damage has been reported. Marplan is an 
amine oxidase regulator, however, and like all of these agents, 
it is contraindicated in the presence of liver or kidney disease. 


Indications range from moderate to severe psychiatric disorders 
with associated symptoms of depression, withdrawal or regres- 
sion. Marplan is also valuable as an adjunct in psychotherapy 
to facilitate the patient's responsiveness. Complete literature 
giving dosage, side effects and precautions is available upon re- 
quest and should be consulted before prescribing. 


Supplied: 10-mg tablets in bottles of 100 and 1000. 


Bibliography: 1. H. F. Darling, W. Kruse, C. F. Hess and M. G. Hoermann, Dis. 
Nerv. System, 20:269, 1959. 2. G. C. Griffith, Clin. Med., 6:1555, 1959. 3. R. B. 
Ford, H. E. Branham and J. J. Cleckley, ibid., p. 1559. 4. H. Azima, H. Durost, D. 
Arthurs and A. Silver, Am. J. Psychiat., 116:453, 1959. 3. L. Alexander and Ss. R. 
Lipsett, Dis. Nerv. System, 20:( Suppl.), 26, 1959. 6. H. F. Darling, Am. J. Psychiat., 
116:355, 1959. 7. A. L. Scherbel and J. W. Harrison, Ann. New York Acad. Sc., 
80:( Art. 3), 820, 1959. " L. O. Randall and R. E. eee ibid., p. 626. 9. G. 4 
den and A. Studer, ibid., p. 873. 10. O. Resnick, ibid., p. 726. 11. T. R. Robie, 
Nerv. System, 20:182, 1959. 12. A. Feldstein, H. and H. Freeman, 
130:500, 1959. 13. L. O. Randall and R. E. Bagdon, Dis. Nerv. System, 19:539, 
1958. 14. W. Hollander and R. W. Wilkins, in J. H. Moyer, Ed., Hypertension, Phila- 
delphia, W. B. Saunders Co., 1959, p. 399. 15. I. Kimbell and A. Pokorny, paper read 
at Symposium on Newer Antidepressants and Other Psychotherapeutic Drugs, Galves- 
ton, Texas, Nov. 13-14, 1959. 16. D. Goldman, ibid. 17. J. E. Oltman and S. Fried- 
man, ibid. 18. G. Zbinden, ibid. 19. G. C. Griffith and R. W. Oblath, ibid. 20. H. 
Freeman, ibid. 21. W. B. Abrams, A. Bernstein, V. D. Mattia, Jr., R. J. Floody and 
L. O. Randall, Scientific Exhibit, American Medical Association Meeting, Atlantic City, 
N. J., June 8-12, 1959. 22. R. W. Oblath, paper read at American Therapeutic Society, 
60th Annual Meeting, Atlantic City, N. | June 6, 1959. 23. S. L. Cole, ibid. 24. 1. 
Kimbell, Jr., paper read at Cooperative Che mothe srapy Studies in Psyc hiatry, 4th Annual 
Research Conference, Memphis, Tenn., May 20-22, 1959. 25. L. O. Randall and R. E. 
Bagdon, Second Marsilid Symposium, Chicago, May 8, 1958. 26. W. B. Abrams, D. W. 
Lewis and M. C. Becker, paper read at the Inte ornational Symposium on Catecho- 
lamines in Cardiovascular Pathology, Burlington, Vt., Aug. 23-26, 1959. 27. H. I. 
Russek, Angiology, to be published. 


MARPLAN ® —brand of isocarboxazid 
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XXXVII 


“TY 
= 
j 
| 
ai 4 
WE 
4 


A MODERN HOSPITAL FOR INTENSIVE PSYCHIATRIC TREATMENT 
Owned and Operated by The Anclote Manor Foundation—A Non-Profit Organization 
SAMUEL G. HIBBS, M.D. — PRESIDENT 
Dynamically Oriented For: Individual Psychotherapy, Group Psycho- 
therapy, Therapeutic Community, All Somatic Therapies « Large Steff 
Trained for Team Approach * Supervised Recreational Program 
Medical Director Consultants in Psychiatry 
Lorant Forizs, M.D. Samvel G. Hibbs, M.D. Arturo Gonzalez, M.D. 
Clinical Director Samvel Warson, M.D. Roger E. Phillips, M.D. 
Walter H. Wellborn, Jr., M.D. Zack Russ, M.D. Melvin Gardner, M.D. 


Director of Training Walter Bailey,M.D. | Martha W. MacDonald, M.D. 
Theodore H. Gagliano, M.D. Peter J. Spoto, M.D. Alfred Koenig, M.D. 
Staff Psychiatrist Robert Steele, M.D. 
obert G. Zeitler, M.D. 


TARPON SPRINGS, FLORIDA e 937-4211 
App d by A i Psychiatric Assn., Accredited by Joint Commission on Accreditation of Hospitals 
Member National Assn. of Private Psychiatric Hospitals, American Hospital Assn., Florida Hospito! Assn. 


HIGHLAND HOsPITAL, Inc. 


ASHEVILLE, NORTH CAROLINA 
Affiliated with Duke University 


A non-profit psychiatric institution, offering modern diagnostic and 
treatment procedures—insulin, electroshock, psychotherapy, occupational 
and recreational og nervous and mental disorders. 


The Hospital is locat in a 75-acre park, amid the scenic beauties of the 
Smoky Mountain Range of Western North Carolina, affording excep- 
tional ye for arya! and nervous rehabilitation. 
The T-PATIENT CLINIC offers diagnostic services and thera- 
peutic treatment for selected cases desiring non-resident care. 


R. CHARMAN CARROLL, M.D. ROBT. L. CRAIG, M.D. 
Medical Director Associate Medical Director 
JOHN D. PATTON, M.D. 
Clinical Director 
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The St. Vincent’s Hospital of The City of New York — Westchester Branch 


240 NORTH STREET WOODBINE 7-6500 HARRISON, NEW YORK 


A voluntary non-profit institution 

providing all modern therapies for 

mental and emotional disorders in- 

cluding individual and group psy- 

chotherapy, pharmacotherapy, insu- 

lin coma and electro therapies and 

extensive activity programs. All 

facilities are being expanded for in ON 

and out-patients, day care and clinic 
continued therapy patients admit- aouseie 

ted. Forty-five minutes from Grand 

Central Station, New York City. 


Richard D’isernia, M.D., Medical Director Reverend David Hordern, Resident Chaplain 
Timothy V. A. Kennedy, M.D., Assistant Medical Director Dorothy Wideman, M.S.S., Director of Social Service 
Elio F. Alzamora, M.D., Chief of Out-Patient Clinic Sister Dominic Marie, R.N., M.S., Director of Nursing Service 
William Chester, M.D., Chief of Medical Service Isabelle Godek, R.N., M.A., Educational Director, Schoo! of Nursing 
George F. Cassidy, Ph.D., Chief a Harriet Lavoie, 0.T.R., Director Occupational Therapy 
ister Miriam Vincent, R.N., F.A.C.H.A., Administrator 


Appalachian Wall © Asheville, North Carolina 


An Institution for the diagnosis and treatment of Psychiatric and Neurological illnesses, rest, con- 
valescence, drug and alcohol habituation. 
Insulin Coma, Electroshock and er are employed. The Institution is equipped with complete 
laboratory facilities including electroencephalography and X-ray. 
Appalachian Hall is located in Asheville, North Carolina, a resort town, which justly claims an all 
around climate for health and comfort. There are ample facilities for classification of patients, rooms 
single or en suite. 

Ray GrirFin, Jr., M.D. Mark A. GrirFin, Sr., M.D. 

Rosert A. GrirFrin, M.D. Mark A. GrirFin, Jr., M.D. 

Fully approved by Central Inspection Board of APA. 
Accredited by Joint Commission on Accreditation of Hospitals. 
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How buy 
bills for 


In case you haven’t heard, 
$25 bills are on sale at any 
bank. They’re better known 
as U.S. Savings Bonds. The 
$25 variety costs you $18.75, 
and you can get them all the 
way up to a $10,000 block- 
buster for just $7,500. These 
aren’t the kind of bills you 
ordinarily use for groceries, 
of course. Most folks tuck 
them away to grow (they 
mature in 7 years, 9 months) 
and then cash them in for 
tuition, or a long vacation, or 
something else they want. 
Why not start buying them 
regularly? 
Six Nice Things About 
U.S. Savings Bonds 


- You can save automatically on 
the Payroll Savings Plan - Your 
Bonds earn 334%, more 
than ever before - You invest 
without risk under a U.S. 
Government guarantee - Your 
Bonds are replaced free if lost or 
stolen - You can get your money 
with interest any time you need 
it - You save more than money 
—you buy shares in a stronger 
America, 


Can they afford to buy money? He can set aside as little as $5 
a week for Savings Bonds by signing a Payroll Savings application 
where he works. In a year they’ll own Bonds worth nearly $350 at 
maturity, at a cost of $260. 


You save more than money 
with U.S. Savings Bonds 


This advertising is donated by The Advertising Council and this magazine. 
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New From Butterworths 


L. G. Kiloh, MRCP. DPM. J. W. Osselton, ssc 

Reader, Department of Psychological Medi- Lecturer in Electronics, Royal 
cine, King’s College Medical School, Univer- Victoria Infirmary and King’s 
sity of Durham; Honorary Consultant in Psy- College Medical School, Uni- 


chological Medicine, Royal Victoria Infirmary. versity of Durham. 


Knowledgeable and Concise — Must be Read 


The techniques of electroencephalography were first discov- 
ered in 1924, and further developed in 1934. Since then EEG 
shas become a vitally important tool in the hands of the neu- 
rologist and psychiatrist engaged in clinical diagnosis and 
research. 

This study of existing knowledge in electroencephalography 
by a Psychiatrist and a Lecturer in Electronics is an invaluable 
source of important facts for all who work in the broad, com- 
plex field of Psychiatric Medicine. 

The authors have produced a cogent, lucid survey, brief and 
comprehensive, which provides much needed insight into the 
problems of the neuropsychiatric clinic and the EEG labora- 
tory and encourages development of expertise in this field 
through its concise, thorough presentation. 
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An advanced 
psychiatric 
Research and treatment 
clinic in suBuRBAN 
montreal. 


A fully accredited, 152 bed 
— modern psychiatric hospital 
with an integrated 

biclogical and dynamic 
psychotherapeutic program. 
Set amidst stately grounds, 
with planned occupational 
and recreational therapy, for 
the patient’s comfort 

and enjoyment. 

Affiliated with the University 
of Montreal Department 

of Psychiatry, for under 

and post-graduate training 
of residents, psychologists, 
social workers and 
psychiatric nurses. 


Brochures and rates on request. 


6555 GOUIN BOULEVARD WEST, 
MONTREAL 9, CANADA. 


For Children with Problems 


ACADEMIC, EMOTIONAL, PERSONALITY, 
BEHAVIOR, OVERACTIVE, SPEECH, 
APHASIC, OCCUPATIONAL 
“Where Everybody Is Somebody” 

All Ages to Mature Youth. High 1.Q. children 
—also division for low I.Q. Limited enrollment. 


OCCUPATIONAL WORK PERTAINING TO 
LIFE’S 


our generations sorting with 
xceptional Chi 


Arthur Weider, Psychologist, or in cooperation with 
personal psychiatrist, psychologist, or physician 


WATERFORD COUNTRY 
BOARDING SCHOOL & FARM 


Herbert Schacht, Dir. 
750 acres, lakes, islands. Academics 
& occupational work. All activities, sports. 
R.F.D. <i. aker Hill, Connecticut 
Phone: New don, GlIbson 3-9820 


BUCKINGHAM SCHOOL 


Rita Saunders, Dir. 
Day School. Also Summer Day School & Day Camp 
Trans. all boros. Hot meals 
22 Buckingham Rd. (E. 16th Sc.), 
Adjoining Prospect Pk. BU 4-7400 


CAMP WATERFORD & FARM 
Rita Saunders, Herbert Schacht, Dirs. 
750 acres, lakes, islands, all sports. 
Farming, homemaking. Academics optional. 


R.F.D. #1, Quaker Hill, Conn. 
Phone: aoe London, Glbson 3-9820 


A New Community-Work Experience 
for Mentally Retarded Boys 


The Training School at Vineland, N. J., since 1888 
a pioneer in training and educating the mentally 
handicapped, now offers the POST HOUSE PRO- 
GRAM-~—a unique post-training resident-community 
program stressing intensive guidance & care in so- 
cial-vocational endeavor. Campus residence in new 
24-bed cottage, & where possible, work in salaried 
industrial, business, farm positions in community. 
Controlled supervision. Understanding educational 
& vocational trainers. Special privileges. Boys 18 
yrs. & up (min. 10 yr. mental level) must complete 
3-month observation-diagnostic, also apprentice- 
ship periods. Registration limited. 


For further information, write Registrar, Box N, 
THE TRAINING SCHOOL AT VINELAND, N. J. FOUNDED 1888 


Elements 
of 


Psychology 


by DAVID KRECH and 
RICHARD S. CRUTCHFIELD 
University of California 
Berkeley 
758 pages. Illus. $7.00 


ALFRED A. KNOPF, Publisher 
College Department 
501 Madison Avenue New York 22 
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THE ANDERSON SCHOOL 


Staatsburg-on-Hudson, New York 


The Anderson School is a co-educational, residential school, offering general, business, academic, 
and college entrance courses from grade eight through high school. The school is accredited by the 
New York State Department of Education, and a majority a its graduates regularly enter college 
or junior college. It is psychiatrically oriented and is well equipped with the most modern methods 
and procedures, not only in academic, recreational and modern school environment fields, but 
particularly in personnel and guidance of each individual student. A full-time psychiatrist and 
psychologist are in residence. Our work emphasizes a much wider concept of student training and 
growth than is conceived of in present-day education. Educating the student as a person, adjusting 
and maturing his personality is a primary aim 


For further write to 
Lewis H. GAGE, M.A., Headmaster 


84 miles from New York City 


Telephone: TUrner 9-3571 


THE BRETT SCHOOL 


DINGMANS FERRY, PENNSYLVANIA 
In the Foothills of the Poconos 


Intensive, highly individualized personal training for a small 
group of girls over five years of age. Carefully chosen staff. 
Special modern teaching techniques and program of therapeutic 
education. Varied handicrafts, cooking, nature study and field 
trips. Outdoor games, picnics and other activities. Comfortable, 
homelike atmosphere. Close cooperation with family physician. 
70 miles from New York City. 


Direceoes s/ Frances M. King, formerly Director of the Seguin School References 
Catherine Allen Brett, M.A. Telephone Dingmans Ferry 8138 


THE HAVEN SANITARIUM INC. 
ROCHESTER, MICHIGAN 


M. O. Wotre, M.D. RALPH S. GREEN, M.D. GRAHAM SHINNICK 
Director of Psychotherapy Clinical Director Manager 


A psychoanalytically oriented hospital for the 
treatment of mental and emotional illnesses. 


Telephone: OLive 1-9441 


The Children’s Service 


Outpatient consultation, evaluation and treat- 

ROSERT 6. ment for infants and children of grade school to 
SWITZER, M.D. 18 4 
emecren . Residential treatment for elementary grade 
children with emotional and behavior problems. 


The Menninger Clinic 


TOPEKA, KANSAS 
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1220 DEWEY AVENUE WAUWATOSA 13, WISCONSIN 


A DYNAMICALLY ORIENTED HOSPITAL FOR THE 
TREATMENT OF MENTAL AND EMOTIONAL ILLNESSES 
For information write to Department of Admissions 
Tel. No.: Bluemound 8-2600 


ESTABLISHED 1884... BOOKLET ON REQUEST 
Fully Accredited 


ONE OF 14 UNITS 


ENTER NEW SUBSCRIPTIONS AND RENEWALS ON THIS FORM 


AMERICAN JOURNAL OF PSYCHIATRY 
1270 AVENUE OF THE AMERICAS, ROOM 1817 
New York 20, New YorK 


Enclosed herewith is $ for one year’s subscription to the AMERICAN JOURNAL 
OF PSYCHIATRY beginning with Volume Number 


NAME 


ADDRESS 


SIGNATURE 


Subscription $12.00 a year or by the Volume. Foreign Postage $1.00 extra. Canada and South 
America Postage $.50 extra. New Volume begins July 1961 issue. 
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SANITARIUMS and PRIVATE HOSPITALS 


BALDPATE, INC. 


Geo. Fleetwood 2-2131 Georgetown, Mass. 
Located in the hills of Essex County, 30 miles north of Boston 


For the treatment of 
psychoneuroses, personality disorders, psychoses, alcoholism and drug addiction. 


Definitive psychotherapy, somatic therapies, pharmacotherapy. Milieu-therapy under 
direction of trained occupational and recreational therapists. 


Accredited by Joint Commission on Accreditation of Hospitals 


Harry C. SOLOMON, M.D. PATRICK J. QuiRKE, M.D. 
Consulting Psychiatrist Medical Superintendent 


THE EMORY JOHN BRADY HOSPITAL 
401 SOUTHGATE ROAD, COLORADO SPRINGS, COLORADO 


MElrose 4-8828 


For the care and treatment of Psychiatric disorders. 
Individual and Group Psychotherapy and Somatic Therapies. 
Occupational, diversional and outdoor activities. 
X-ray, Clinical Laboratory and Electroencephalography. 


E. James Brapy, M. D., Medical Director 
C. F. Rice, Superintendent 


Francis A. O'DONNELL, M. D. RicHARD L. Conpe, M. D. 
RoBert W. Davis, M. D. H. C. Hosss, Ph. D. Clinical Psychology 


COMPTON FOUNDATION HOSPITAL 


formerly Compton Sanitarium 


820 WEST COMPTON BOULEVARD COMPTON, CALIFORNIA 
NE 6-1185 — NE 1-1148 


Member of American Hospital Association and National Association of 
Private Psychiatric Hospitals 


High Standards of Psychiatric Treatment Serving the Los Angeles Area 
Fully Approved by Central Inspection Board of APA 


Accredited by Joint Commission on Accreditation of Hospitals 


G. Burns, M.D. Heten Ristow Burns, M.D. 
Medical Director Assistant Medical Director 


FAIR OAKS HOSPITAL 


SUMMIT, NEW JERSEY 
CRestview 7-0143 


Oscar Rozetr, M.D. 
Medical Director Tuomas P. Prout, Jr. 
Epwarp R. Durty, M.D. Administrator 
Clinical Director 
An 85 bed intensive treatment unit 
20 miles from New York City 
Certified by 


The Joint Commission on Accreditation of Hospitals 
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ST. VINCENT’S A 290-bed private, non-profit, neuropsychiatric hospital, 


located in suburban St. Louis; offering all accepted psy- 


HOSPITAL chiatric therapies and the essential diagnostic services of 


a general hospital; featuring an extensive professionally- 
Of directed Occupational Therapy program. 


. Accredited By Joint Commission On Accreditation Of Hospitals 
St. Louis All psychiatric disorders Three full-time psychiatrists, 


plus psychiatric staff of 25 
BROCHURE Active treatment geriatrics 24-hour medical service, plus 
AND RATE Limited custodial care consulting staff of 29 


21.7 i i 


REQUEST P. Sister Juliana, N. 
_ ‘ Owned and operated by 
ST. LOUIS 33, MO. THE DAUGHTERS OF CHARITY OF ST. VINCENT DE PAUL 


Keep and Protect your Journals in this new 


VOLUME FILE CASE 


ATTRACTIVE 
INEXPENSIVE 
SERVICEABLE 


Nore 


Price: Each 


(Includes postage & handling) 


ORDER DIRECT FROM 


AMERICAN JOURNAL OF PSYCHIATRY 


1270 Avenue of the Americas 
New York 20, N. Y. 


WHEN ORDERING (PLEASE SPECIFY VOLUME NUMBERS 
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in the disturbed patient... 


UNTROUBLED 
SLEEP 


NOLUDAR induces quiet sleep, even in patients 
with organic psychosis who have severe 
sleep resistance. Nighttime distortions and 
fears usually disappear; pre-sleep disorien- 
tation and agitation are reduced. NOLUDAR 
does not modify the E&c of the waking pa- 
tient nor significantly alter the tracings of 
physiologic sleep. Further, NOLUDAR does 
not depress abnormal brain-wave activity. 
To provide sound, restful sleep without sac- 
rificing safety, without prolonging awaken- 
ing time, without altering the natural sleep 
pattern, specify noLupAR, the non-barbitu- 
rate hypnotic. 


NOLUDAR 300 


Brand of Methyprylon 300-mg CAPSULES 


NON-BARBITURATE HYPNOTIC 


When a gentler hypnotic effect is desired, 

NOLUDAR 200 (200-mg tablets). For daytime 

sedation, NOLUDAR 50 (50-mg tablets), 
ROCHE LABORATORIES 


Division of Hoffmann-La Roche Inc. 
Nutley 10, New Jersey 
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oUR patient who has a disturbance of ego 
function, either developmental or constitutional 
or both, will find at Devereux, among other serv- 


ices, experienced psychoanalytically-oriented 


psychiatrists and psychotherapists who under- 


stand and treat children and young adults with 
various types of ego disturbance. These services 
are available to all students, including the simple, 
uncomplicated mentally-retarded and children 
with a wide variety of emotional problems re- 
quiring a program of residential care. 

Your patient will participate in group living 
and learning experiences with others who are 
at his level of development and aptitude. He 
will receive continuous periodic evaluations by 
experts to determine optimum timing for the 
introduction of new experiences and additional 


challenges appropriate for stimulation of growth. 


Organization 


Pounded THE DEVEREUX FOUNDATION 


1912 
SANTA BARBARA, CALIFORNIA Victoria, TEXAS 


DEVON, PENNSYLVANIA 


Hevena T. Devereux Epwarp L. Frencn, Ph.D. 
Founder and Consultant Director and President 


SCHOOLS * COMMUNITIES * CAMPS * TRAINING * RESEARCH 


J. Cuirrorp Scott, M.D. Joun R. Kretser, Ph.D. Anne Howe, M.S.W. 
Director of Psychiatry Director of Clinical Psychology Director of Social Work 


Watrter M. Untes, M.D. Kennetu E. Evans, B.S. 
Director of Medical Services Director of Education 
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